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SOME REASONS FOR COMPULSORY VACCINATION* 
BY ©. C. PIERCE, M. D. 
Senior Surgeon, United States Public Health Service, Chicas: Til. 


ALL health officers know that smallpox smoul- 
ders here and there and, when conditions are 
favorable—due to the accumulation of many un- 
vaccinated persons—it becomes’ epidemic. 
Studies made of smallpox in twenty states dur- 
ing the period 1915 to 1920 showed that the 
case rate per thousand of population in these 
twenty states was as follows :— 


New York 0.026 
New Jersey 027 
Connecticut .09 
Maryland 10 
District of Columbia .............. 14 
South Carolina 22 
Vermont 28 
California 44 
Louisiana 04 
Alabama 55 
Virginia .68 
Michigan 82 
Ohio .96 
Wisconsin 1.01 
Minnesota 1.18 
Mississippi 1.36 
Indiana 1.40 
Oregon 1.48 
Washington 1.78 
Kansas 2.00 


There is obviously some reason why the case 
rate of a certain group of states, namely the 
first four mentioned, should be much lower than 
the case rate per thousand in the last three. 

It will be seen that in these states (New York, 
New Jersey, Connecticut and Maryland) the 
annual smallpox ease rate per thousand of pop- 
ulation is very low. Each of these states has 
laws requiring vaecination. In New York the 
law provides that vaccination shall be a condi- 
tion of school attendance in cities of the first 
and seeond elass and in other parts of the state 
when smallpox has been declared epidemic by 
the State Commissioner of Health. In New 
Jersey the law provides that boards of educa- 
tion may prohibit the school attendance of any 
unvaceinated child. In Connecticut the law 
provides that boards of education may require 


19. marks made at the hearing on vaccination, February 17, 
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vaccination as a condition of school attendance. 
Persons refusing to be vaccinated when ordered 
by local health authorities are subject to fine. 
The attitude of the majority of the citizens of 
the State is said to be favorable toward vacci- 
nation. 

In Maryland the law provides that every 
physician shall vaccinate all children in his 
practice within one year after birth and that no 
teacher shall receive any unvaccinated child in- 
to school. 

Contrast conditions in these four states with 
those in the three states of Oregon, Washington 
and Kansas. 

In Oregon there is a law that provides that 
school boards (not the health officers) may pro- 
hibit attendance of any unvaccinated child, but 
there has been more or less slackness in regard 
to this law. Many school boards fail to pro- 
hibit attendance of unvaccinated children. 

In the State of Washington the smallpox case 
rate per thousand population rose from 0.30 in 
1917 to 4.44 in 1920, the highest rate in any of 
the states considered. Previous to 1919 a law 
was enforced enabling school directors to require 
vaccination as a condition of school attendance. 
This act was repealed in 1919. 

In Kansas there is no compulsory vaccination 
law, although the rules of the State Board of 
Health provide that unvaccinated children shall 
be excluded from school for 25 days after the ap- 
pearance of smallpox in a community. 

In four States with vaccination laws the case 
rate of smallpox is low; in three with no laws, 
the rate is high. A study of these figures indi- 
cates that smallpox in the United States is de- 

pendent upon the popular vote. If there is a 
val enforced vaccination law, smallpox is negli- 
gible in that State. Where there is no vaccina- 
tion law smallpox incidence is high. 

Minnesota did have a school vaccination law, 
but it was repealed in 1903. The State Board of 
Health did what it could to secure vaccination by 
persuasion, but there was much opposition and 
violent quarrels resulted when attempts were 
made to exclude unvaccinated children from 
schools. This resulted in a law being passed by 
the State Legislature which provides that no 
rule shall compel the vaccination of any child 
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or shall exclude, except during epidemics of 
smallpox, a child from the public schools for the 
reason that such child has not been vaccinated. 
This policy resulted in greatly increasing the 
eases of smallpox in Minnesota, 128 children at- 
tending the Minneapolis public schools develop- 
ing smallpox during the recent epidemic in that 
city. 

The experience of the State of California con- 
firms the statement that vaccination prevents 
smallpox. Until 1911 there was a law in Cali- 
fornia requiring vaccination of school children. 
In 1911 the vaccination law was amended so 
that ‘‘objectors’’ could file ‘‘conscientious ob- 
jectors’ slips’? and have their children enter 
school without being vaccinated. Two years 
after this amendment became effective (1913) 
there were 803 cases and 15 deaths from small- 
pox in the State. In 1918 there were 1016 cases. 
The following year there were more than 2,000 
and the number continued to increase each year. 
In 1921 the entire vaccination act was repealed 
and by 1924 the number of cases of smallpox in 
California was 9,425 with 51 deaths. As in- 
crease in cases might be said to be due to the 
increasing population, we must reduce the fig- 
ures to case rate per thousand of population. 
The case rate for 1915 to 1920 ranged from a 
minimum of .08 to a maximum of 1.30, with an 
average of 0.44 for that five year period. The 
ease rate for 1924 was 2.4. The year 1924 
showed a great increase over 1923, in which lat- 
ter year there were 2,025 cases. 

In addition to this detailed data for these 
twenty states there is available other genera] 
data to show that smallpox remains the most 
widely distributed plague in the world. There 
is practically no country that is free from it. 
During the year ending June 30, 1924, 149,550 
cases of smallpox with 22,346 deaths were re- 
ported by health officers throughout the world to 
the U. S. Public Health Service. One-fifth of 
all of these cases occurred in the United States, 
45 states reporting a total of 30,771 cases. 

Aside from China and India, during 1923 only 
three countries of the world, where vital statis- 
ties are kept and available, exceeded the United 
States in their smallpox rate. These countries 
were Switzerland, Russia and Greece which had 
rates respectively of 55.0, 43.0 and 33.0 as com- 
pared with 27.1 per hundred thousand in this 
country. It will probably give a shock to those 
who have not followed statistics closely to learn 
that countries like South Africa, Egypt, Algeria, 
Finland, Hungary and the Baltic Republics have 
fared better than have we. These countries have 
a smallpox rate ranging from 3.9 to 0.35 per 
hundred thousand, while the Scandanavian coun- 
tries, Australia and New Zealand report no 
cases at all. 

Of interest is the following table which shows 
the average number of deaths from smallpox 
during a four-year period, 1886-1889, and 
indicates whether or not the countries tabulated 
have vaccination laws. 


per million 
of population 
1 


*Sweden 
*Treland 1. 
*Scotland 3. 
*Germany 3.5 
*England 16. 
Switzerland 18.5 
Belgium 164. 
Russia 231. 
Italy 535. 
Spain 963. 
Austria 510. 


The experience of over 100 years offers con- 
vineing proof of the pronounced differences in 
the morbidity and the mortality from smallpox 
among the vaccinated and the unvaccinated. 
(Rosenau, Preventive Medicine & Hygiene, 
1921.) 

The very latest information obtainable in re- 
gard to the prevalence of smallpox shows that 
during the week ending January 3, 1925, 105 
cities of the United States reported 241 cases. 
During the same week in 1924 these cities re- 
ported 178 cases when the estimated expectancy 
(average number during past seven years) was 
71. It seems obvious from the above figures 
that smallpox is increasingly prevalent and that 
the type of the disease is becoming more severe. 

In the city of Cleveland, Ohio, there were 99 
eases of smallpox with 6 deaths during 1924, as 
— with 28 cases and no deaths during 
1923. 

In Toledo, Ohio, mild epidemics of smallpox 
have been occurring for a number of years past. 
No great amount of attention has been paid to 
these outbreaks on account of the low death 
rate, but during an epidemic there in 1924 there 
were 600 cases and 31 deaths. 

In [Illinois during December, 1924, the 
disease showed a vigorous upward tendency, re- 
ported cases nearly tripling those for November, 
and rising considerably above those for the cor- 


responding month in either 1923 or 1922. The 


intensity of the disease had also increased as, 
during the first half of the year, 1924, out of 
695 cases 14 resulted in death, while during the 
first half of the year 1923 there was but 1 death 
out of 801 cases reported. 

Recently the State Health Officer of Iowa 1s- 
sued a smallpox warning showing that 123 cases 
of smallpox, many of which were virulent, had 
been reported to him from December Ist to 
December 18th, 1924. 

In taking up the question of smallpox preva- 
lence in the United States during the past year, 
I invite the attention of the committee to three 
epidemics with which I am personally familiar. 
In Windsor, Ontario, and the adjoining small 
towns in Canada opposite Detroit, Michigan, 
there was a small outbreak of malignant small- 
pox between December 12, 1923, and March 17, 
1924; 67 cases with 22 deaths. About this time 


*Vaccination laws; others do not have vaccination laws. 
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smallpox began to increase in Detroit, where 
there were 710 cases between September 1 1923, 
aud March 15, 1924, with however but 4 deaths. 
The intensity ‘of this outbreak is shown by the 
fact that the number of cases rapidly increased 
from one month to another, from 11 cases in 
September, 1923, to 267 cases during February, 
1924. Shortly after March 15, 1924, the disease 
increased in virulence and during the period 
March 16 to June 1 Detroit had 795 cases of 
smallpox with 105 deaths. I wish to, later on, 
show what this cost the community and how this 
epidemic was stopped. 

Not only did the number of cases of smallpox 
increase in Detroit, Michigan, but there was also 
a very material increase throughout the whole 
State. During December, 1923, there were 422 
cases of smallpox in Michigan, exclusive of De- 
troit, as compared with 232 cases for the same 
month of the previous year. In January and 
February, 1924, the number of cases of smallpox 
in Michigan, exclusive of Detroit, were 543 and 
549 as compared with 443 and 155 for the same 
months of the previous year. In the state of 
Michigan during 1923 there were 2,311 cases of 
smallpox and during the first seven months of 
1924 there were 4,206, indicating almost a 100% 
increase in a little more than one-half a year. 

In Minnesota about the same time, February, 
1924, an outbreak of smallpox occurred which 
resulted in 216 cases with 15 deaths in Duluth 
and the surrounding territory. In the State of 
Minnesota during the year 1924 there was a 
total of 3,073 cases of smallpox with 306 deaths 
as compared with 1,950 cases and 2 deaths dur- 
ing the year 1923. Not only the number of 
cases, but the severity of the disease showed a 
very material increase during the year 1924 
over 1923. This increase is attributable to lax- 
ness in vaccination and revaccination. 

In regard to the type of the disease, I would 
point out that the mortality from some of the 
recent smallpox epidemics has reached figures 
which had been considered things of the past. 
Owing to the increased severity of the type of 
smallpox now present, much more interest is be- 
ing shown in methods of prevention by health 
officers and the general public than at any time 
during the past several years. In the Windsor 
outbreak previously mentioned, there were 67 
cases with 22 deaths, a fatality rate of 33%. 
Note the high fatality rate that prevailed in 


4 Children less than 1 year old 
1 Child 2 years old 


Never vaccinated. ter smallpox. Died after almost 
eight weeks’ illness—seco abscesses. 
Windsor, Ontario, 1924. 


Never vaccinated. Died after illness of six days. Hemor- 


Detroit during part of the 1924 epidemic where rhagic. 


105 deaths occurred out of 795 cases from March 
15 to June 1. Taking another section of this 
same epidemic, that from April 13 to August 
51, 1924, there were 139 deaths out of 784 cases. 
Of these deaths 

% 


123 were in Hemorrhagic cases 0.2.2... 
9 were in Confluent cases 6.47 
7 were in Discrete cases 5.04 


Of the 7 discreet cases that died there were: 
2 Complicated; 1 with pneumonia and 1 with 
tuberculosis 


mallpox. 
Windsor, February-March, 1924. 


CASE FATALITY RATE BY TYPE 


Rate 
Of 124 Hemorrhagic cases 123 died ..... 99.19 
Of 219 Confluent cases 9 died 4.11 
Of 441 Diserete cases 7 died 1.59 


Of the total number of cases of smallpox that 
occurred during this period but 15.82% were 
hemorrhagic cases, yet 88.49% of the deaths 
were from this type. 
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It was only after many people died of small- 
pox in Detroit that much interest was shown in 
obtaining protection by vaccination. As long 
as the disease was of a mild type, fear did not 
lead people to seek vaccination, but when the 
funerals became more frequent there was a 
great desire to secure protection. 

One of the most intense of recent epidemics 
of smallpox oceurred in Minneapolis, Minnesota, 
in December, 1924, where in 31 days there were 
873 cases and 129 deaths. 

One important matter to be considered is the 


Joseph Laurin, barber. Shaved a smallpox patient at his 
barber shop just before smalipox patient took ill. Never vac- 
ed. ed after illness of eight days. Hemorrhage into 
and between pocks. 
Windsor, Ontario, February-March, 1924. 


cost of a smallpox epidemic to a community 
compared with the cost of carrying on routine 
vaccination to prevent its occurrence. Most of 
the available health data refers more to the pre- 
vention of sickness and suffering and the dis- 
figuring of innocent children and others from 
attacks of smallpox, than to the cost of health 
work. There is some data, however, along this 
line which I would like to present for your con- 
sideration. 

The Secretary of the Michigan State Board of 
Health stated, a few years ago, that it cost Mich- 
igan $150,000 a year to take care of indigent 
smallpox patients and to protect the unvacci- 
nated. The Secretary of the Kentucky State 
Board of Health in reporting upon an outbreak 
of smallpox in that State in 1901 said that the 
actual cash expended during that epidemic by 
counties and cities, on account of smallpox, was 
$308,271.00 not including the expense to in- 
dividuals. The reported loss from interference 
with business was $734,000.00. This did not in- 
clude the great loss to transportation compa- 
nies from interference with travel and com- 
merce. He says, ‘‘these are the bare naked 
figures in regard to the most expensive and 
widespread epidemic from which the State has 
ever suffered, and covers an experience which 


might have been easily avoided had heed been 
given to the united voice of the medical profes- 
sion and the repeated warnings of State, City and 
County health officers urging universal vaccina- 
tion.’”’ In a circular issued by the Kentucky 
State Board of Health entitled, ‘‘How to Com. 
bat Smallpox,’’ it is stated that smallpox dur- 
ing a period of a few years had cost county and 
city treasuries $515,775.00 actual cash and an 
estimated loss from interference with business 
and travel of $1,227,435.00. This circular 
stated that ‘‘judiciously expended this would 
be more than enough to keep every person in 
Kentucky vaccinated for a gencration, so that 
the existence of anything but an imported case 
of smallpox would be an impossibility.’’ 
Professor Irving Fisher in his report on Na- 
tional Vitality states that the economic loss to- 
Philadelphia caused by the smallpox epidemic 
of 1871 and 1872 was estimated by Dr. Lee at 
$22,000,000. In a bulletin (No. 7) of the Wis- 
consin State Board of Health the statement is 
made that Saginaw, Michigan, spent $75,000 in 
quarantining and treating smallpox and that 48 
vitizens died of the discase. Grand Rapids, 
Michigan, spent $2,693 for vaccination and not 
a single case of smallpox occurred in the city. 
(Saginaw $1.36 per capita, Grand Rapids .02.) 
The Secretary of the Minnesota State Board 
of Health said in a circular issued within the 
past two months ‘‘Lakin Township, Morrison 
County (Minn.) paid $266.40 for the care of 
three cases of smallpox, and burial of one. Free 
voluntary vaccination of the remaining 107 res- 
idents of the Township cost $70.90.’’ No cases. 
of smallpox occurred after the vaccination. 
The Windsor, Ontario, smallpox outbreak 
early in 1924 cost Windsor taxpayers $35,000, 
and the death of 22 residents. 
The Health Commissioner of the City of St. 
Louis said in an address before the Optimists 


Club in that city on December 11, 1924, that it — 


cost the city more than $150.00 to care for every 
case of smallpox, but to prevent a case of small- 
pox by means of vaccination cost but $.04. 
The recent epidemic of smallpox in Detroit 
cost the Health Department of that city 
$127,854. This amount was expended in tlie 
payment of salaries of extra doctors and 
nurses, for groceries for poor families quaran- 
tined on account of smallpox, and for the vac- 
cine and accessories used. This does not in- 
clude the per diem cost of the patients treated 
in the smallpox hospital. The per diem cost 
at this hospital per .patient was $2.39. About 
50 to 60% of the patients were treated in the 
hospital, the others being treated at home. 
The Detroit Health Department has figured 
out the time lost on account of 784 persons that 
had smallpox between April 13th and August 
31st, 1924, as 163 years, 8 months, and 17 
days. No attempt was made to figure out the 
economic loss by assigning an arbitrary earn- 
ing capacity value to this time lost. but it is ob- 
vious that the economic loss was stupendous. 
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To most people the world over vaccination is 
aecey.ed as an effective and the only sure means 
of preventing smallpox. 

Sanitation eannot account for the diminution 
of the number of cases of smallpox and a lower 


| 


Age 24. Roomer in the Gordon Deneau household. Vaccinat- 
ed successfully as a baby in Scotland, i. e., about 23 years ago. 
Not vaccinated since. Mild attack as a consequence. Is a fair 
sample of the mild smallpox developed by persons previously 
vaccinated, even though many years before. 

Windsor, Ontario, February-March, 1924. 


C»be. Unvaccinated. Now after five weeks is recovering. 
Gre ‘ deal of trouble with abscesses. 
.dsor, Ontario, February-March, 1924. 


des: rate. Communities in which vaccina- 
and re-vaecination are thoroughly carried 
Ou. do not have epidemics of smallpox, and in 
co::munities where this is not done epidemics 
occur, ; 

'n the last annual report of the Surgeon Gen- 


eral three states with about the same population 
are compared with each other in relation to the 
prevalence of smallpox. These states are Mas- 
sachusetts, Michigan and California. During 
the five-year period ending December 31, 1928, 
there were but 114 cases of smallpox reported 
from Massachusetts, while Michigan reported 
15,348 and California 16,223. Fortunately 
Massachusetts has a law requiring the vaccina- 
tion of school children. Neither Michigan nor 
California have such a law. 

The Illinois State Board of Health has re- 
cently prepared data contrasting the death rate 
from various diseases in Chicago for two five- 
year periods; one from 1868 to 1873, the other 
from 1915 to 1920. There has been a reduction 
in the death rate from smallpox of 99.9% in the 
City of Chicago, which is attributed to protec- 
tion given by vaccination. That such a deduc- 
tion is warranted is shown by the fact that dur- 
ing the past seven years more than 30,000 cases 
of smallpox were reported in [Iilinois, while 
during the same period the City of Chicago 
where vaccination is carried out much more 
generally than in the State at large, reported 
less than 1,500. In 1920 and 1921, when a total 
of 17,072 cases were reported in the State of II- 
linois, there were but 412 cases in Chicago. 
With evidence like this open to the public, it 
is hard indeed to understand how anybody can 
have the temerity to try to discredit vaccination 
against smal!pox. 

The data from Windsor, Ontario, with which 
epidemic I am personally familiar, having seen 
quite a number of the cases, is very illuminating. 
In this outbreak there were 67 cases of small- 
pox and 32 deaths. All deaths were in unvac- 
einated persons. As soon as the disease became 
prevalent the people of Windsor and the border 
cities flocked to the doctors to be vaccinated. 
In two weeks over fifty thousand persons were 
vaccinated and the epidemic promptly subsided. 
The outstanding features of the Windsor out- 
break are these: 


1, All deaths occurred in_ unvaccinated 
persons. 

2. Seven of every ten unvaccinated persons 
who contracted the disease died; the 
fatality among unvaccinated persons be- 
ing 71%. | 

3. One man 80 years of age who had been vac- 
cinated sixty years before, and who lived 
in the same house with the first man who 
died of malignant smallpox, developed a 
mild attack, from which he promptly re- 
covered. 


I have here photographs of eight of these 
Windsor patients. Four of them died, none of 
them had been vaccinated. Four recovered; 
two of these that had never been vaccinated 
nearly lost their lives and are badly scarred ; one 
who had been vaccinated twenty-three years be- 
fore suffered only a mild attack. 

In the Cleveland epidemic out of 26 cases in 
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June, 1924, 17 had never been successfully vac- 
cinated and 9 had been vaccinated more than 
seven years prior to their attack. In July of 
14 cases 12 had never been vaccinated and 2 had 
been vaccinated over 17 years before. 

Of the 600 cases of smallpox that occurred in 
Toledo during the year 1924 not a single one 
had been vaccinated within the past 11 years, 
and of the 31 deaths that occurred none were of 
persons who had been vaccinated within 20 
years. 

In the Detroit, Michigan, outbreak of 1924 
detailed data was collected concerning 3,574 
persons that were intimately exposed to various 
types of smallpox. This data furnishes con- 
clusive proof of the value of vaccination. There 
were 928 persons intimately exposed to small- 
pox, by being close personal contacts of cases, 
who had been vaccinated successfully within the 
past five years. Not a single one of these per- 
sons developed smallpox. There were 1,296 
persons so exposed who had been vaccinated 
more than five years previous. Of these 27, or 
2.09%, contracted smallpox. There were 1,350 
persons so exposed who had never been vacci- 
nated and of these 180, or 13.33%, contracted 
smallpox. 7 

The Health Commissioner of Detroit stated 
that during the outbreak approximately 26% 
of Detroit’s population was unvaccinated and 
that an additional 41% needed re-vaccination as 
their vaccinations were more than five years old. 
While the mortality rate from smallpox was 
low, it was difficult to secure voluntary vaccina- 
tion so that compulsory vaccination of school 
children was instituted and carried out as a 
regulation of the City Health Department and 
not as a State law. This compulsory vaccina- 
tion of school children was done during Febru- 
ary and March, 1924. It resulted in the inci- 
dence of smallpox among school children be- 
tween the ages of 5 and 14 being but 5.6%, as 
compared with 24.5% for the same age period 
for the State of Michigan as a whole. Only 28 
cases of smallpox occurred among Detroit school 
children. If the same ratio of cases had ob- 
tained in Detroit as in the rest of the State of 
Michigan, where there was no compulsory vac- 
eination of school children, there would have 
been 192 eases of smallpox among school chil- 
dren in Detroit instead of 28. 

No one contracted smallpox in Detroit who 
had a sear of recent successful vaccination. 12 
developed smallpox who had sears of from 6 to 
10 years duration; 35 with scars from 11 to 25 
years old, and 66 with sears over 25 years old. 
The older the scar the more chance there is of 
its having lost the immunizing power. Nega- 
tive vaccinations do not mean that you are im- 
mune to smallpox. One Detroit man was vac- 
cinated five times; the first four were negative, 
the fifth took and produced a sear. A woman 
who had been vaccinated eight times unsuccess- 
fully within two years contracted smallpox. The 
Detroit data showed that unvaccinated persons 


exposed to smallpox are six times as likely to 
contract the disease as persons having old scars 
even of more than five years duration. 

The Detroit figures also show that praciically 
any one may be safely vaccinated against small- 
pox. There were 817,000 persons vaccinated 
during 1924 without a death or serious accident. 
Of these about 500,000 were vaccinated in May 
and the early part of June. Smallpox had con- 
stantly increased up to the end of May. The 
outbreak terminated the latter part of July. 


At the Herman Kiefer Hospital during this 
outbreak persons ill with other diseases, new 
born babies and their mothers were vaccinated 
without ill effects in any case. A tabulation of 
such eases usually not vaccinated follows :— 


773 mothers of new born babies. 
676 babies, one or two days old. 
368 persons with tuberculosis. 

644 persons with scarlet fever. 
425 persons with diphtheria. 

52 persons with measles. 

90 persons with erysipelas. 

‘21 persons with venereal diseases. 


The reason for vaccinating these sick persons 
was because they were being treated in the Her- 
man Kiefer Hospital, a part of which was also 
used as the smallpox hospital. 


The State Health Officer of Minnesota reports 
that there were in Fairmount, Minn., and vicin- 
ity during February and March, 1924, 119 cases 
of smallpox with 21 deaths. Of these, 93 cases, 
of whom 17 died, had never been vaccinated. 
23 cases, of whom 4 died, had been vaccinated 
more than seven years previously. 2 of the 
eases, of whom none died, had been vaccinated 
less than seven years ago and 1 case was a man 
who had had smallpox in childhood; he recov- 
ered. The vaccination histories of smallpox cases 
in the State of Minnesota during the ten-year 
period from 1913 to 1923 shows the following 
facts: Total number of cases 35,152, of whom 
108 died. Of these 35,152 cases 33,108 had 
never been vaccinated and among these 107 of 
the total 108 deaths occurred. There were 
1,458 smallpox patients who had been vacci- 
nated more than seven years previous of whom 
1 died, this one being a man, age 47, who was 
vaccinated in childhood. Only 586 (none of 
whom died), out of more than 35,000, had been 
vaccinated less than seven years before. As all 
of these people lived under the same sort of 
sanitary environment there seems no reasonable 
explanation of the very different smallpox case 
incidence, except the protection afforded by vac- 
¢cination. 

The tabulation from Minnesota of 1924 in- 
cludes 3,073 cases with 306 deaths. Of the 306 
who died none had been successfully vaccinated 
within 7 years. 243 of those dying had never 
been successfully vaccinated; 47 had been vac- 
cinated, but the successful vaccination ranged 
from 8 to 75 years before the fatal attack, and 
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16 were unable to give a definite history of vac-| One other point that I wish to emphasize is 
cination. one in regard to which it seems to me there can 


It should be pointed out that one vaccination 
does not protect a person from smallpox indefi- 
nitely. There is certain data along this line 
which shows the percentage of vaccinated per- 
sons susceptible to re-vaccination in periods of 
1 year, 5 years and 10 years. This research 
was done by Doctors Kitasato and Leschoire and 
their findings were as follows: 


Vaccinated after According to 
previous vaccination Dr. Kitasato Dr. Leschoire 
successful successful 


1 year 14% 28% 
5 years 51% 50% 
10 years 59% 85% 


‘99.9% of persons who have never been vac- 
cinated will ‘take’ if vaccine is of high poten- 
cy. Vaccinated persons are susceptible to re- 
vaccination before they become susceptible to 
smallpox.’’ 


To control smallpox epidemic—vaccinate. 

To prevent smallpox—vaccinate and, at inter- 
vals, revaccinate. 

Vaccination protection is good anywhere at any 
time. 

Quarantine protection is limited to a particular 
case and time. 


Vaccination protects against smallpox and at 
this time is a safe procedure, when done prop- 
erly by competent physicians and the abrasion 
made is properly cared for afterward. 

The medical officers of the Navy have vac- 
cinated, since 1917, approximately three-fourths 
of a million persons without a death. Medi- 
eal officers of the Army have vaccinated five and 
one quarter million persons. Only one of 
these six million men vaccinated died during 
the course of vaccination and this man died of 
pneumonia. 


be no discussion even by those that are opposed 
to vaccination against smallpox. All will agree 
that fiction and romance contain nothing more 
marvelous than the accomplishments in saving 
and prolonging life. The figures have often 
been given, but will bear repetition. The aver- 
age length of life in this country has been in- 
creased from 40 years to 58 in two generations 
and the rate of increase is becoming more rapid. 
This increase is not due entirely to the lowered 
death rate of children, because reports during 
the past two or three years indicate that we are 
beginning to prolong life in the middle and 
later ages. 

These changes have been brought about not 
only by the introduction of improved sanitation 
but by the discovery of the means of prevent- 
ing disease by control of disease carriers and 
immunization, including vaccination. A group 
of research workers, that could be quickly 
named, are responsible for most of the develop- 
ments of modern hygiene and _ sanitation. 
Among these the name of Gorgas is probably 
best known in this country on account of his 
brilliant application of sanitary principles and 
practices in Havana, Cuba, and the Panama 
Canal Zone. All of these men believed in 
the efficacy of vaccination and used vaccina- 
tion against pox as one of their sanitary 
measures. It does not seem reasonable that 
they could have been wrong in interpreting the 
value of vaccination and right in their other 
conclusions. 

Every means of progress in prolonging hu- 
man life has been contributed by those who 
know that vaccination does prevent smallpox 
and not one single advance in sanitary science, 
nor any useful suggestion for the purpose of 
prolonging human life and adding to efficiency, 
has ever been made by any opponent of this 
measure. 


THE EARLY DIAGNOSIS OF CANCER OF THE LARGE BOWEL* 


NOTHING could well be more harmful to prog- 
ress in the treatment of cancer than the belief. 
which seems to be rather widespread in the pro- 
fession, that strictly internal cancers can seldom 
if ever be identified early enough in their course 
to be cured by surgery. Even if this belief ap- 
pears at the present time to have considerable 
support in the ease of gastric cancer, an alarm. 
inely common growth, doctors should be the last 
to admit it. To do so is to lose the battle before 
It is fought. And if the appearances of some su- 
perficial forms of cancer are now so well under- 
Stood that they are noticed more and more 
promptly by the laity, identified by the attend- 


Pega, before the Essex South Medical Society, December 3. 
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ing physician and cured in increasing numbers 
by the surgeon, why shirk the more difficult prob- 
lems? It is in the belief that a much better fight 
than the present can be waged against a not un- 
common variety, cancer of the large bowel, that 
I venture to address you upon this subject. 


The following statement in respect to cancer 
of the bowel, made and published very recently 
by a surgeon of excellent repute, represents fair- 
ly well the generally accepted views of the symp- 
tomatology upon which a diagnosis of colonic 
cancer is to be based : 


‘‘Obstruction is almost invariably pre- 
ceeded by a prolonged period of increasingly 
stubborn constipation. The tumor, as it 
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grows, contracts until the lumen may be- 

come very tiny without impressing the pa- 

tient sufficiently to cause him to consult his 
doctor; then suddenly it shuts down and 
produces a complete obstruction.’’ 

If this statement were accurate it would be 
asking too much to expect general practitioners 
or surgeons to make a diagnosis of cancer of the 
colon before obstruction is established. But I do 
not believe it to be accurate and I hope I can 
show you that doctors are likely, in these days, 
to have an opportunity to make a diagnosis of 
eancer of the colon considerably more promptly 
than the statement implies. Symptoms of ob- 
struction are first-rate evidence of obstruction 
but they are rather late evidence of cancer, for 
they indicate that the slowly growing adeno-car- 
cinoma of the colon has reached a very advanced 
stage of its progress. So it is necessary to look 
for something earlier and I can, by way of be- 
ginning, illustrate this point no better than by 
telling you the story of a patient seen by me 
within the past year whose early symptoms were, 
it seems to me, slighted by his physicians. 

A man of less than fifty years, appearing to 
be in robust health, told the following story: 

For the past two months he had suffered pret- 
ty continuously from abdominal discomfort, 
which on analysis divided itself into a general 
moderate dull aching discomfort in the lower ab- 
domen and a sense of a lump in the epigastrium. 
He had an empty tired feeling at the end of the 
morning. His troubles were neither brought on 
nor relieved by eating. His bowels, previously 
regular, had become moderately constipated so 
that he-found himself taking ecathartics in a way 
that he had never done before. The physicians 
whom he consulted on several occasions (if the 
patient reported correctly) had reassured him 
as to the seriousness of his condition. He was 
not entirely satisled with this opinion, however, 
though his discomforts so far overshadowed in 
his mind his constipation that he was not eon- 
cerned with the possibility of obstruction. ° 

The ordinary examinations of this patient 
were entirely negative. His abdomen was soft, 
easily palpated and not distended. No tumor 
could be felt. The rectal examination was neg- 
ative. However, a barium enema disclosed a 
narrowing and irregularity of the bowel in the 
rectosigmoid region, and proctoscopie examina- 
tion confirmed this finding. At operation (by 
another surgeon) a typical cancer was resected. 

I admit that one should never believe what a 
patient reports another physician to have said 
and for that reason perhaps this case should not 
be used to point a moral. It would appear, how- 
ever, that the patient was uneasy about himself 
during most of the period of his illness but that 
his physicians were not as interested as he to ge- 
cure a searching investigation. This attitude, if 
correctly reported, is just what retards progress 
in treating cancer. It is clear that the physician 


should be so well aware of danger signals tiat 
he should be eager, not reluctant, to investigate 
to the best of his power and available resources. 
In this particular instance the symptoms were 
well marked. Many a patient may present him- 
self with earlier and less clear indications. 


There is no royal road to becoming a good di- 
agnostician, but it has always seemed to me that 
the habit of always trying to picture to yourself 
the actual pathological condition which you be- 
lieve to be present sets you some distance along 
the way. When the result is known you have 
proved yourself right and your reasoning is jus- 
tified, or you have proved yourself wrong and 
you can see your mistake very clearly. The late 
Dr. Maurice H. Richardson, whom many of you 
remember well, used to decide as positively as 
possible just what he thought he was going to 
see when he operated and everyone about him 
was encouraged to hold a positive opinion and 
to express it. The result was that Dr. Richard- 
son had the clearest sort of picture in his mind 
of his past successes (and rare failures) and used 
this background in looking at each succeeding 
case. Many doctors who never commit them- 
selves positively to a diagnosis have never forced 
themselves to take this mental attitude and are, 
therefore, capable of learning very little. 


THE PATHOLOGIC PHYSIOLOGY OF THE COLON 


This digression is an excuse for recalling for a 
moment something of the physiology of the large 
intestine for only in this way can the early 
changes due to cancer be pictured. 

When the contents of the small intestine reach 
the caecum they are quite liquid. In the caecum 
and ascending colon they are subjected to delay, 
bacterial decomposition and probably to a consid- 
erable amount of churning. When they leave the 
right side of the colon they are semisolid and 
are more completely dried as they pass along to 
the sigmoid flexure for storage and evacuation. 
Thus the right side of the colon contains liquid 
faeces and is unlikely to be easily plugged, but 
as it is the scene of a good deal of stasis, bacteria! 
activity and gas formation, growths which in- 


| terfere with its motility are likely to cause loca! 


distension, perhaps infection of the bowel wall! 
and even secondary inflammation of the ap- 
pendix. 

On the other hand the large intestine beyond 
the hepatic flexure is passing along drying or 
dried faeces and may be obstructed much more 
readily. Normally the transverse and descend- 
ing colon are not used for the storage of faeces 
thaugh they are quite tolerant of a considerable 
accumulation, but the sigmoid flexure is a nat- 
ural delaying station. 

On the basis of these physiologic peculiarities 
anyone would be justified in supposing that ma- 
lignant, gradually obstructing growths would 
cause somewhat different symptoms according as 
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they appeared in the right or left side of the 
colon. Such in a general way is the case. 

(‘ancers in the right side of the colon are apt 
to cause local discomfort, pain and gas forma- 
tion. 

Cancers in the transverse colon and beyond 
are apt to cause some degree of constipation. In 
respec! to this symptom it might be expected on 
theoretical grounds that a degree of constipation 
severe enough to cause colic and distension would 
represent a high degree of obstruction, that is, 
a late stage of cancer, since the left side of the 
colon and the sigmoid are able to accumulate 
much faecal material without a protest. This 
expectation is borne out by the facts. Consti- 
pation associated with well established colic and 
distension is a late symptom of cancer and pa- 
tients who have reached this stage are rarely 
cured by operation. They would never be cured 
if it were not for the well known tendency of 
adeno-carcinoma of the colon to metastasize late. 
It is, therefore, a moderate or intermittent con- 
stipation associated perhaps with indigestion and 
discomfort which is under particular considera- 
tion here. 

I am afraid you will think I am spending too 
much time in preliminaries if, before I revert to 
the early symptoms, I say a word about the phys- 
ical peculiarities of cancer of the colon. How- 
ever it is very important to keep in mind their 
manner of growth. These adeno-carcinomata, 
like most other malignant tumors, may be either 
very cellular or very fibrous; i. e., they vary 
from fungating cellular masses to contracting 
fibrous growths. In either case they are liable to 
ulceration and to bleeding but the cellular tu- 
mors are the more likely to bleed or to give rise 
to local or general signs of infection. Such tu- 
mors are more often found in the caecum and 
rectosigmoid than elsewhere. They may occasion- 
ally perforate, causing local abscesses and adhe- 
sions to neighboring structures. Scirrhous tu- 
mors, on the other hand, may quietly close the 
bowel with little or no bleeding or evidence of 
sepsis. If you will keep in mind these character- 
istics and consider the manner in which different 
parts of the colon are likely to be affected by 
slowly obstructing: growths, the early symptoms 
of cancer in different parts of the large intestine 
will become much more intelligible. 


CANCER IN THE RIGHT COLON 


Crowths in the caecum are apt to be cellular 
tumors which rarely obstruct the bowel but 
Which cause local disturbances distinctly re- 
sembling aeute or subacute appendicitis. The 
paiionts are apt to suffer attacks either of local 
pairi and soreness or of pain in the region of the 
umbilicus not unlike the early symptom of acute 
apoendicitis. Indeed it is common, as in recur- 
rent appendicitis, to see the symptoms come and 
80 at irregular intervals. Perhaps the most im- 
portant distinction between a true appendicitis 


and one of these caecal cancers is the mildness of 
the constitutional symptoms and the moderate 
character of the local tenderness in cancer as 
compared to the more vivid reaction of appendi- 
citis. That is to say, with the same amount of 
pain, and perhaps vomiting, in the attack of 
either disease, the fever, white count and local 
tenderness associated with cancer are, by com- 
parison, surprisingly moderate. It is also to be 
kept in mind that cancer, while it may attack 
people in the twenties or even earlier, is seen, as 
a rule, in those over forty. Appendicitis is for 
the most part a disease of youth. As regards loss 
of blood from these tumors, a moderate degree of 
anaemia is quite common, and patients may be 
aware of the presence of fresh or old blood in the 
faeces. 

Perhaps I may make myself clearer by quoting 
the story of one or two patients: 


CasE 1. N. O’B., P. B. Brigham Hospital— 
Surgical No. 17065, a married woman of fifty- 
one who entered the hospital complaining of pain 
in the lower right abdomen. For the past year 
she had been somewhat constipated (a reflex dis- 
turbance, in all probability, since the growth did 
not affect in any way the emptying of her large 
intestine). Her immediate illness dated back 
two days. Two hours after eating a meal of 
pickled cabbage she was seized with epigastric 
pain, dull and aching, which soon settled in the 
right iliae fossa. It radiated from here at times 
to the symphysis, to the back and to the left side. 
She took Epsom salts and had a good movement 
of the bowels but experienced no relief. At the 
time of admission, pain was still present and she 
had vomited twice that morning. 

The patient was pale but well nourished and 
did not appear acutely ill. The temperature 
was 99.8°, the white count 11,000 and the urine 
negative. Over the caecum there was only slight 
tenderness on pressure and the bowel felt a lit- 
tle distended at this point. Otherwise the ab- 
dominal examination was negative. The most 
striking feature of the case was the mildness of 
the constitutional and local symptoms in the face 
of what sounded like a very well marked appen- 
dicitis. 

The suggestion of cancer was strong enough 
to warrant the giving of a barium enema which 
showed upon examination by X-ray (Figure 1) 
an irregular defect in the caecal wall, strongly 
suggesting, if not definitely proving, the pres- 
ence of cancer. By this time the patient’s pain 
had been relieved and she felt so entirely well 
that in spite of all we could say she refused op- 
eration. 

I suspect that the story in this case gave as 
good an opportunity for an early diagnosis as 
anyone is likely to get, yet there is a suggestion 
in it that the disease had been present for a year, 
that is, if the history of constipation is accurate 
and actually refers indirectly to the growth in 
the caecum. 


‘ > 
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In another instance no advantage was taken 
of « history not very different in kind from that 
of the patient just described. 


CasE II. J.H., P. B. Brigham Hospital—Sur- 
gical No. 6501, a woman of sixty-three. Nine 
months before entering the hospital, this patient, 


FIG. 1. Case I, N. O’B., P. B. Brigham Hospital—Surgical 
irregularity at the tip of the caecum, a finding more convincing 


who had previously been well, was attacked by 
epigastric distress and nausea followed later in 
the day by some gripping abdominal pain. Dur- 
ing the following week she suffered from local- 
ized soreness in the right iliac fossa. She did not 
go to bed, by which it may be judged that the 
constitutional reaction was less severe than the 
story of pain would suggest. A doctor whom she 
consulted suggested that she had strained her 


lowed by a varying degree of persistent soreness 
in the right iliac fossa. Her physician then made 
a tentative diagnosis of gall stones. 

The physical findings when I saw her were 
those of a rather insensitive appendicular 


side. A second attack four months later was fol- 


‘‘eake’’ and cancer was suspected. At operation 


No. 17065. Barium Enema. Carcinoma of the Caecum. Notice 
at fluoroscopy than in the plate. 


it was found to have invaded neighboring tissues, 
and though it was widely excised, recurrence fol- 
lowed. Doubtless the tumor was well grown, 
though operable in all likelihood, by the time the 
first symptoms appeared and it undoubtedly 
made considerable progress during the nine 
months which followed her consultation with her 
doctor. That is why the earliest known symp- 
toms must be closely observed, and though caecal 
cancers are non-obstructive, particularly since 
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they deal with liquid faeces, they do as a rule 
give rise, while still quite curable, to symptoms 
of subacute inflammation. I could quote you 
other instances in some of which the signs were 
more definitely localizing and in others less so, 
the one common factor being the attack or at- 
tacks of appendicitis-like pain associated with 
less than the usual inflammatory disturbances, 


FIG, 2. 
Colon. The 
earlier without discovery of the tumor. 


both general and local. Few of the cases exhib- 
ited a palpable tumor. 

In the ascending colon the symptoms of ecan- 
cer are apt to be of a somewhat similar character 
but I have been struck by the fact on several oc- 
casions that the patient has noticed a sense of 
‘filling up”’ in the right iliae fossa and that the 
feeling has been relieved at times with a gurgle. 
I may perhaps describe a rather striking case of 
this sort. 


CASE Ill. T. W. E., P. B. Brigham Hospital—- 
Surgical No. 8017,.a man of .only thirty, who 
had suffered for two and a half years from at- 
tacks of dull aching pain in the right side. The 
attacks were associated with local soreness and 


Case III, T. W. E., P. B. Brigham Hospital—Surgical No. 8017. 


with nausea and vomiting on occasions, These 
symptoms were of course those of appendicitis 
and the surgeon who had operated upon him 
some six months after the disease first showed it- 
self had paid no attention to the story of watery 
movements in which the patient himself had no- 
ticed blood. The appendix was removed without 
discovery of the tumor. 


Carcinoma of Ascending 


Barium Enema. 
growth is very close to the caecum. ‘The patient had nevertheless been subjected to appendicectomy two years 


Published by courtesy of Surgical Clinics of North America. 


When I saw him two years later a vague tu- 
mor was palpable and the X-ray of a barium 
enema showed a typical filling defect in the as- 
cending colon close to the hepatic flexure (Fig- 
ure 2). For some reason I was unable to oper- 
ate, and turned him over to Dr. David Cheever 
who has kindly allowed me to describe the case. 
He found that glandular involvement had taken 
place but resected the growth together with the 
neighboring glands, and now some eight years 
later the patient remains well. In all probabil- 
ity he is cured, thanks to an excellent operation 
on a particularly slowly growing cancer, but no 
one will deny that two years of delay were, to 
say the least, undesirable. opeet 
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‘CANCER IN THE TRANSVERSE COLON AND BEYOND 


Cancers in the Transverse Colon, Left Colon 
and Sigmoid Flexure have among each other a 
family resemblance. The story is usually one of 
constipation, as might be expected, since the 
faeces are sufficiently solid even in the transverse 
eolon to be held back by a growth. But do not 
take the idea that in any one patient constipa- 
tion is persistent. It is apt to come in attacks 
associated with cramps or colic; even with vom- 
iting and distension. Between attacks the patient 
may feel entirely well. Sometimes each attack of 
constipation is sueceeded by diarrhoea. Rarely 
diarrhoea is the only sign. Perhaps the most com- 
mon complaint is one of accessions of mild colic 
felt below the umbilicus on a background of 
moderate constipation and intestinal uneasiness. 
I do not know that it is of any great importance 
but it is of some interest that in cancer of the 
transverse colon, the background of constipation 
is less noticeable and the recurrence of attacks of 
colic more noticeable than in sigmoid cancer. 
This is not remarkable in view of the fact that 
the large bowel is quite capable of squeezing fae- 
eal material through even a very narrow opening 
without causing the patient any constant un- 
easiness. Naturally such a process is less likely 
to fail in the transverse colon than in the sigmoid 
or upper rectum. 

In view of these premises I think it must be 
admitted that in a certain number of patients 
no symptoms need arise until the tumor so near- 
lv closes the bowel that a little additional swell- 
ing in the walls of the narrow passage altogether 
obstructs the gut. In that case the familiar pic- 
ture of obstruction and distension may be ap- 
pearing when the patient is first seen (the text 
book picture suggested by the remarks quoted at 
the outset). On the the other hand it undoubt- 
edly happens in most instances that local dis- 
turbances oceur and recur at or above a colonic 
growth considerably before obstruction is com- 
plete. Cellular tumors tend to become ulcerated 
and may permit infection to enter and even 
spread through the intestinal] wall. Or, as is more 
likely, the irritation of the bowel due to some ac- 
cumulation above the cancer of faecal material; 
badly digested perhaps, may cause repeatedly 
an outpouring of fluid, fermentation, cramps and 
even diarrhoea. Thus abdominal discomforts or 
colies occur much more readily than in normal 
bowels. The two following instances of cancer in 
the transverse colon illustrate respectively a lo- 
eal infection resulting from cancer and a com- 
mon type of attack caused by digestive disturb- 
ances above the tumor. 


IV. M. A. P., P. B. Brigham Hospital— 
Surgical No. 7853, an unmarried woman of only 
twenty-three, who had always been constipated, 
entered the hospital complaining of pain in the 
left side of the abdomen. Eleven days before en- 
trance to the hospital she was awakened by a 


gnawing pain in the lower abdomen, working up 
toward the epigastrium where she soon began to 
have the sensation of a large lump and swelling. 
Four days later, after taking a powerful cathar- 
tic, she suffered a very severe pain in the left 
lower abdomen followed by exquisite soreness in 
this region. From then on the bowels moved 
loosely five or six times a day. 

At this time a barium enema showed a suspi- 
cious defect in the transverse colon near the 
splenie flexure but while the patient’s soreness 
was subsiding, a second enema was given which 
seemed to show a normal bowel. The patient was 
offered exploration and a diagnosis of diverticu- 
litis with a possibility of cancer was made. Ex- 
ploration was refused. Six months later, after a 
period of normal health, obstructive symptoms 
appeared. Operation then revealed an abscess 
associated with advanced cancer. 


Case V. A. J. R., P. B. Brigham Hospital— 
Surgical No. 18402, a negro of fifty-five who had 
been in good health until five months before en- 
tering the hospital. At this time, he ‘‘caught 
cold’’ and suffered a digestive upset, that is, he 
had a good deal of discomfort from gas, a bad 
taste in his mouth and diarrhoea. From that 
time on, he took more ecatharties than formerly 
though he did not consider himself constipated, 
by which it may be judged that he had more or 
less constant abdominal uneasiness. His stools 
appeared to him normal. Once or twice he vom- 
ited: On a good many oceasions he noticed a 
erampy sensation running across the abdomen 
from the right toward the left costal border. This 
eramp ended as a rule with a gurgle after which 
he felt relieved and passed a good deal of gas. 
(This symptom is rather unusual and violates 
the rule that large intestine colic is felt below the 
umbilicus, yet, when present, it locates the ob- 
struction with remarkable accuracy.) He had 
lost perhaps thirty pounds in the last year. 

As the symptoms appeared to the Out-Patient 
physician who first saw him to point to the stom- 
ach, he was given barium by mouth and suffered 
at once a complete intestinal obstruction (Fig- 
ure 3). Operation in two stages disclosed a 
growth in the splenic end of the transverse colon 
which appeared to be inoperable and a short cir- 
cuiting operation was performed. 

The two following cases represent common 
types of cancer in the sigmoid flexure. The ele- 
ment of constipation enters into them very clear- 
ly as is to be expected in growths of the left side 
of the colon. : 


Case VI. C. I. E., P. B. Brigham Hospital— 
Surgical No. 17466, a woman of fifty-three, the 
mother of a large family, always previously in 
good health, who had never before experienced 
constipation. About a year before I saw her, 
she began to notice occasional spells of constipa- 
tion without apparent cause. These she con- 
trolled very easily by taking salts. She also no- 
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tiecd at times streaks of blood in her stools. Two 
months before entrance there occurred a period 
of a week when neither salts nor enemata caused 
her bowels to move, but she suffered no pain, and 
finally movements were resumed and were ob- 


‘tained daily until the second attack. 


moid loop, easily resected by the Mickulicz meth- 
od. The patient has been well for over two years, 
but I should be more confident of the future had 
the diagnosis been made some months earlier. 

The next case to be quoted represents perhaps 
the text book story of cancer of the colon, 


FIG. 3. Case V, A. J 


which was given by mouth, has caused a complete acute obstruction. 


never be given in this way when cancer is even suspected. 


Five days before I saw the patient. the bowels 
had again ceased to move, but without vomiting. 
She took abundant cathartics without result. 
There was some ‘‘dragging’’ pain in the lower 
abdomen and at times she noticed a gurgling and 
sense of intestinal movement which began usu- 
ally on the right, travelled across to the left up- 
per abdomen and down the left side. 

The abdomen was slightly distended and rec- 
tal examination was negative. Even without a 
barium enema a diagnosis of carcinoma of the 
sigmoid seemed clear. Operation disclosed a 
typical narrow scirrhous carcinoma in the sig- 


R., P. B. Brigham Hospital—Surgical No. 18402. Carcinoma of the Transverse Colon. The barium, 


The growth is close to the splenic flexure. Barium should 


Case VII. L. L. R., P. B. Brigham Hospital— 
Surgical No. 11837, a childless woman of forty- 
six whose bowels, previous to this illness, had al- 
ways been regular. Six months before entrance 
she found herself beeoming constipated. She 
took pills regularly but discovered that stronger 
eatharties were continually required. She had 
had gripping pains in the lower abdomen for ten 
days and for five days had been completely ob- 
structed. Distension and vomiting were estab- 
lished. In the last period of this illness, her phys- 
ician, who had seen her from time to time, had 


directed that X-rays be taken and the barium, 
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given by mouth, had added itself to the aecumu- 
lation in the gut, 

_ Operation showed an unexpectedly operable 
growth of the small, sclerosing sort in the sig- 
moid. The patient has been well since operation 
(4 years) and for this fortunate outcome the 
slowness of spread so often seen in cancer of the 
bowel is alone to be thanked. The patient could 


Case VIII. I. H., P. B. Brigham Hospital— 
Surgical No. 22061, a women of forty-six and 
the mother of a large family. For ten years she 
had been notably constipated. (The growth could 
hardly have been present during this long time, 
though that is not absolutely impossible.) For 
four months she had been troubled by mild 


cramps in the lower umbilical region. These had 


FIG. 4. Case VIII, I. H., P. B. Brigham Hospital—Surgical No. 22061. Carcinoma of the Upper Sigmoid Flexure. Barium 


Enema. Very little barium has passed up above the tumor, 


which shows no filling defect in the plate. In such a case 


fluoroscopy is important. A tumor was palpable through the abdominal wall. 


hardly have come to operation at a later stage. 

It has doubtless occurred to you to ask your- 
‘Selves how, if constipation is so important a 
-Symptom in carcinoma of the left side of the 
colon, early recognition of a growth can be se- 
cured in instances of constipation already of 
long standing. No doubt diagnosis is much more 
difficult under these conditions and I doubt if 
the following case answers the question, though 
it points to the kind of symptoms which must be 
looked for in taking a minutely careful history. 


a rough relation to meals and lasted for half an 
hour or so, subsiding and’ subsequently recurring 
in a milder way. Though they appeared every 
day or two, the worst of them were concentrat 

in three attacks at the height of which she vom- 
ited. There had also been some gastric disten- 
sion. Her physician had considered the. possibil- 
ity of gall stones. In this case, as in several 
previous ones, there was a story of a moving sense 
of pressure prowling about the abdomen and 
ending with a gurgle in the left flank. Here ;a 
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sausage-shaped tumor was palpable. The X-ray 
showed an obstruction at the root of the sigmoid 
flexure with a collection of gas above it. 

At operation, it was found that the growth 
was easily removable but that glandular inva- 
sion was unusually advanced. This case empha- 
sizes again the importance of taking a minutely 
searching history. There is no doubt that indi- 
gestion and abdominal uneasiness had preceded 
the more outspoken symptoms, but of course the 
onset of constipation out of a clear sky was lack- 


ing. 


FIG. 5. 
The barium has passed up by the growth, whic 
of the most skillful sort is indispensable. 


CANCER OF THE RECTO-SIGMOID REGION 


A rather early story of cancer of the recto- 
sigmoid was taken as a text. at the beginning of 
these remarks. The following case is quite as 
important and illustrates another symptom very 
common in low cancers and sometimes noticed 
in higher ones—bleeding with movement of the 
ib or the visible presence of blood upon the 

aeces. 


IX, W. H., P. B. Brigham Hospital— 
Surgical No. 18798, a man of thirty-four. One 
year before entrance, the patient began to notice 
bleeding after stool and protruding haemor- 
rhoids (which he actually had). About this time 
he suffered from a period of constipation after 
which he noticed a tarry stool. His bowels, pre- 
viously regular, occasionally skipped a day. Sev- 
eral months later his constipation became more 


| 


noticeable and this symptom steadily increased 
in severity. Two months before entrance, after 
four days without a bowel movement, an attack 
of diarrhoea occurred. At this time he began 
to suffer pain which appeared from time to time 
from then on. The pain consisted in attacks of 
dull ache lasting a few minutes and located be- 
low the umbilicus. It soon became associated 
with a desire to defecate though he might have 
days of normal movements without discomfort. 
Low abdominal cramps and diarrhoea were often 
noticed but he kept at work. He lost little if 


Case IX, W. H., P. B. Brigham Hospital—Surgical No. 18798. Carcinoma of the Recto-Sigmoid. Barium Enema. 
h shows only as an irregularity of the bowel wall. 
Otherwise the tumor might not be noticed. 


In such a case fluoroscopy 


any weight. Rectal examination, except for 
small internal haemorrhoids, was negative. He 
was under observation for a month in an Out-Pa- 
tient Department before a barium enema was 
given. This disclosed (Figure 5) a narrow area 
in the lower sigmoid, persistent at fluoroscopy 
and in plates. Proctoscopy confirmed this find- 
ing. The stools contained blood (Benzidine). 

Operation revealed a removable cancer of the 
lower sigmoid, but here, as in several other cases, 
it seems as if the diagnosis might have been made 
earlier and the patient’s future made more se- 
cure. 

- With these tumors of the recto-sigmoid, it is 
clear that, as compared with cancers higher up, 
the patient is more likely to show symptoms as- 
sociated with defecation and is more likely to be 
aware of bleeding. It is not to be expected, how- 


ever, that deformed or ribbon-like stools will be 
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noted nor that gross blood will be present. Dr. 
Daniel F. Jones* in an excellent paper on cancer 
of the large intestine has brought out the fact 
that, to find blood in a stool, a fragment must 
always be taken for the Benzidine Test. Blood 
is not likely to be smeared on the outside. It 
should also be a matter of general knowledge 
that with any cancer, however low in the colon. 
or rectum, the same insidious attacks of mild 
cramps and gaseous indigestion associated with 
intermittent constipation but without bleeding 
so common in growths higher in the colon may 
alone be noticed. It is not so very rare to see a 
patient suffering from cancer of the rectum who 
complains only of indigestion, and on whom 
some supposedly careful physician or surgeon 
has never made a rectal examination. 


SUMMARY AND CONCLUSIONS 


I hope I have not seemed to belittle the lab- 
oratory tests in discussing the diagnosis of can- 
eer of the colon. Indeed, I should wish to be un- 
derstoud as insisting upon a stool examination 
(especially for blood), proctosecopy and the X- 
ray study of the barium enema at the earliest 
possible moment in every suspected case of can- 
eer of the colon. It seems to me however that 
it isn’t difficult to make a diagnosis once cancer 
is suspected. The difficulty lies in making our- 
selves suspect it. A eareful history, going min- 
utely into any symptoms the patient brings up, 
is the right beginning. We all ought to carry 
in our minds the danger signals of many dis- 
eases: frequent urgent urination in youth as 
suggestive evidence of tuberculosis of the kid- 
ney ; weakness and paraesthesia of the hands and 
feet in pernicious anaemia; shortness of breath 
and ecugh on exertion as a sign of eardiae dis- 
ease; a limp, in a child, as evidence of tuber- 
culosis of the hip: these and many others should 
set us on the right track even when we are hur- 
ried and driven. It does not take so long to 
secure a good history if we are systematie about 
it. Particularly in cancer of the colon, the pa- 
tient seldom volunteers symptoms in a way to 
suggest disease, because as a rule the symptoms 
seem to him too commonplace and too little wor- 
thy of attention. A patient may say that he has 
had a ‘‘mild bellyache’’ lately but doesn’t say 
that it comes on without relation to eating, that 
it is a slight dull ache or uneasy feeling in the 
lower abdomen, that it is apt to eome when the 
bowels haven’t moved for twenty-four hours and 
to be followed by frequent loose movements for 
a day or two. He may neglect to state that he 
had an even milder attack of the sort a month 
earlier, especially if he has felt well between 
times. The story had to be dug out. After all, 
it is the change from health to something else 
which brings the patient to us, and we ought to 
find out just what this change consists in. For 


*Boston Medical and Surgical Journal, Vol. 191, p. 471. 


it is quite conceivable that one patient may ex- 
perience all his life what, in another, coming out 
of a clear sky, would mean cancer of the colon. 
Nor does it frighten a patient to take a careful 
history. It pleases and impresses him. After 
that, such other examinations as seem to be wise 
depend on how energetic we are, how persuasive 
we are and to some extent how available is some- 
one who ean interpret correctly the appearance 
of a barium enema. For this part must be done 
with authority if it is to be, next to exploration, 
the final and conclusive step. 

To review as rapidly as possible the early 
symptoms of cancer of the colon, it seems at the 
present time as if the following are to be ex- 
pected: 


IN THE RIGHT SIDE OF THE COLON 


Symptoms suggestive of subacute appendici- 
tis, tending to appear in attacks in which the 
constitutional and local signs are less marked 
than the patient’s sensations suggest; possibly 
local soreness or distension of the bowel, and 
quite probably, since tumors in this region are 
often cellular and bleed easily, a noticeable de- 
gree of anaemia; 


IN THE TRANSVERSE COLON 


Attacks of low abdominal cramp or colic 
sometimes associated with vomiting, and in a 
majority of instances some degree of constipa- 
tion; not infrequently, freedom from constipa- 
tion and discomfort between attacks; 


IN THE DESCENDING COLON AND SIGMOID FLEXURE 


Either of two types of symptoms: (1) a type 
marked by mild attacks of gaseous discomfort 
and low abdominal cramps, sometimes but not 
necessarily associated with a moderate degree of 
constipation ; in some instances distinguished by 
sensations of intestinal motion directed toward 
the point of obstruction and ending at that point 
with relief, a gurgle and usually with the pas- 
sage of gas, and (2) a type marked by steadily 
increasing constipation ending in obstruction ; 


IN THE RECTO-SIGMOID 


Symptoms similar to those due to obstruction 
in the sigmoid proper, but tending even more to 
constipation, to an association of low abdominal 
discomfort with a desire to defecate or actual 
tenesmus, and to the presence of blood upon the 
stools ; 


FOR THE COLON IN GENERAL AND WITHOUT REGARD 
TO OTHER SYMPTOMS 


The presence of gross or microscopic blood in 
and upon the stools and to attacks of diarrhoeas 
(whether or not the result of catharsis), anaemia 
(especially in cancer of the right colon and lower 
sigmoid) and a varying degree of loss of weight. 


rnal 
April 9, 1926 


we 


i 
t 
I 
1 
] 
1 
( 


a 
| 


Volume 192 


DIVERTICULUM OF THE DUODENUM—BUTLER AND RITVO 


705 


Number 15 


DIVERTICULUM OF THE DUODENUM : 


Ly P. F. Butier, M.D., Roentgenologist-an-chief, ann Max Ritvo, M.D., Visiting Roentgenolo- 
gist, Boston City Hospital 


Diverticuium of the duodenum is a relative- 
iy rare condition, yet one of considerable inter- 
est because the symptoms resulting from the 
presence of a duodenal pouch may be severe 
and of a very confusing nature. The X-ray 
examination has been an important factor in the 
diagnosis of this condition and it is only during 
the past few years that it has been discovered 
with any frequency. Thus, although Chomel 
in 1710 described a case of diverticulum of the 
duodenum found at autopsy, up to the year 
1910 less than 100 eases had been reported in 
the literature; and of these none had been diag: 
nosed prior to operation or autopsy. However, 
sinee the introduction of the X-ray examination 
of the gastro-intestinal tract with the barium 
meal, numerous authors have described cases 
correctly diagnosed before operation and one 
roentgenologist alone, Case of Battle Creek, 
Michigan, reported 85 cases of diverticulum of 
the duodenum. Whereas this condition for- 
merly was considered only of theoretical and 
anatomical interest, it is now known to be one 
of the possible causes of severe gastric disturb- 
ances and may give rise to symptoms which very 
closely simulate uleer or gall-bladder disease. 


ETIOLOGY 


There are two types of diverticula, the con- 
genital and the acquired. The congenital type 
are considered the true diverticula and are usu- 
ally not associated with ulcers, adhesions, or any 
pathology in the intestines, liver, pancreas, gall- 
bladder, ete. Shaw has reported the case of 
an infant with atresia of- the duodenum asso- 
ciated with a diverticulum, doubtless congenital 
in origin. Also in embryos about 30 to 60 days, 
proliferation of the duodenum results in 
vacuoles and pits which may have local bulg- 
ings, the vacuoles coalescing to establish the 
Jumen and resulting in diverticula (Keibel and 
Mall). 

In the aequired, or false type, the saccula- 
tions or pseudo-saeeulations may arise from ul- 
cer, adhesions, sear tissue, atrophy of the pan- 
creas, ete. (traction diverticulum). This type 
of diverticulum is much less common than the 
true or congenital. As these are often found 
in older people with weak musculature, the idea 
bas been advanced that they may have resulted 
from a change in the resisting power of the in- 
‘estinal wall. Traction from the ductus chole- 
“ochus in ptosis has also been advanced as a pos- 
sible cause in some eases. 

The frequency of diverticulum of the duod- 
enum is not great. Autopsy reports indicate 
tiat they are found in about 2 to 3 percent of 
a‘! postmortem examinations. It is of interest 
‘3 note that Case of Battle Creek and Andrews 
v' Chieago reported finding this condition in 


about 1.2 percent of all their gastro-intestinal 
examinations, the former having made the diag- 
nosis in 85 eases during a series of 6847 consecu- 
tive barium meal studies and the latter finding 
26 in a series of 2200 stomach cases. For pur- 
pose of comparison, Case notes that in this same 
series there were colonic diverticula in 138 
eases, or only two percent. 

The diverticula are usually single and from a 
few millimeters to several centimeters in diam- 
eter; however, they may be multiple and very 
large in size. The mouth of the pouch is fre- 
quently wider than the cavity, although this is 
not universally so. There is no especial sex 
preponderance, some authors reporting more in 
males and others the contrary. It seems quite 
agreed, however, that the greater proportion oc- 
cur in middle or later life. However, they have 
been found even in very early childhood. The 
second portion is the most frequent site. 


ANATOMY AND PATHOLOGY 


Diverticula are most frequently found at the 
second portion of the duodenum and on the side 
of the duodenum which is in relation to the 
head of the pancreas. The region of the am- 
pulla of Vater is a common site. However, 
diverticula may arise from any portion of the 
duodenum and from any surface of the portion 
involved, 

In the case of true, or congenital, diverticula, 
the sae, as a rule, has all the layers of the nor- 
mal duodenum; that is, mucosa, submucosa, and 
muscularis. With a very large pouch, the mus- 
cularis may not be able to stretch sufficiently to 
cover the entire sac, so that only mucosa and 
submucosa will be present over the diverticulum. 
The false or acquired diverticula are composed 
only of mucosa and submucosa, the muscular 
layer being entirely absent or present only as a 
ring at the mouth of the sae. 

Although the greater proportion of the diver- 
ticula show no pathological changes in their 
walls, infection may set in, usually the result 
of the retention of food or foreign bodies in the 
pouch. Caleuli are not infrequently found in a 
diverticulum. The ampulla of Vater may be- 
come the seat of inflammatory changes as the 
result of a diverticulum in its neighborhood, 
causing insufficiency of the sphincter. This 
permits the duodenal contents to enter the bile 
and pancreatic ducts with resultant infection 
leading to cholecystitis, pancreatitis, etc. 

The inflammatory changes vary from 
catarrhal to ulcerative or suppurative and may 
result in perforation. Adhesions about the 
pouch are not uncommon. Marked distension © 
and hypertrophy of the walls of the duodenum 
have been reported in cases of diverticula and 
have been thought to be the result of efforts on 
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the part of the duodenum to expel the contents 
of the pouch. 

The following are typical reports of diverticu- 
lum of the duodenum from the pathological lab- 
oratory records of the Boston City Hospital. 
(Courtesy of Dr. F. B. Mallory.) 

J. H. Autopsy No. 96, 230. In the duodenum, 
just below the entrance of the bile duct, there 
is a circumscribed opening which passes into a 
diverticulum. The mucus membrane passes 
directly through the muscular walls to be lined 
only by submucosa. This patient died at the 
age of fifty years of arteriosclerosis and mitral 
stenosis, having had no symptoms at any time 
from the diverticulum. No _ pathological 
changes were noted in the diverticulum. 

J. B. Pathological No. 19, 480. The specimen 

shows in the gross a diverticulum 6.5 x 3 x 1.8 
em. The serosa is smooth, dull red, with 
bloody striae along it. The distal end for an 
area of 2 x 1.5 x 6 em. is smooth, hard, pinkish 
red, and marked off from the rest of the gut by 
a definite constriction ring. The microscopic 
examination shows necrosis and hemorrhage of 
the mucosa. There is also hemorrhage into 
the muscularis. The solid portion at the tip 
consists of pancreatic gland cells and ducts, 
smooth muscle, fat, and connective tissue. 


SYMPTOMS 


Diverticula may not infrequently be present 
throughout life without causing symptoms, as 
proven by the fact that they have been found at 
autopsy in persons who had never had gastric 
symptoms. Retention of food or foreign bod- 
ies, inflammation of the sae and adjacent struc- 
tures, and distension of the sac are accepted as 
the usual causes of symptoms. The pouch may 
be found in association with duodenal ulcer, 
cholecystitis, pancreatitis, ete.; the symptoms 
from the particular lesion give its typical symp- 
toms, the diverticulum not forming part of the 
clinical picture and being discovered only ac- 
eidentally at operation or on X-ray examina- 
tion. 

The symptoms, often very severe, point to a 
lesion in the right upper quadrant and may 
closely simulate the symptoms of ulcer, gall- 
bladder disease, pancreatitis, ete. Pain vary- 
ing from a slight ache to severe colicky pain is 
one of the commonest symptoms. The pain 
may recur after eating, to be relieved by food or 
alkali and there are frequently long periods 
when the patient is free from pain.  Heart- 
burn, sour stomach, belching, and nausea are 
common, though vomiting is rather rare. Con- 
stipation, often of a marked degree, has been 
noted by several authors and is a symptom diffi- 
eult of explanation. Loss of appetite and 
weight are common and doubtless result from 
the patient’s restriction of diet. 

The symptoms are so variable and indefinite 
and may so closely simulate other right upper 
_ quadrant lesions that it does not appear likely 

that clinical diagnosis alone will ever suffice to 


make a diagnosis of diverticulum of the 
duodenum. The fact that no case has ever been 
diagnosed prior to operation or autopsy except 
by X-ray examination is ample proof of the 
indefinite nature of the symptoms of diverticu- 
lum. 


DIAGNOSIS 


The symptoms of diverticulum of the duod- 
enum are so variable that clinical diagnosis is 
usually an impossibility. The Roentgen exam- 
ination, however, will practically in every in- 
stance make the diagnosis clear. Case’s tech- 
nique is as follows: The patient takes the barium 
meal and is first observed in the erect position. 
Then, with the patient lying on the right side, 
the observer standing at the patient’s left, with 
his gloved left hand makes strong pressure over 
the duodeno-jejunal junction, at the same time 
pressing toward the pylorus the contents of the 
stomach. The patient is then asked to inhale, 
hold the breath, and turn quickly on the back, 
special care being taken to maintain compres- 
sion of the duodenum between the palpating 
hand and the spine, thus artificially producing 
an. obstruction near the duodeno-jejunal junc- 
tion, and ineareerating the duodenal contents. 
Attention is called to the fact that this tech- 
nique can be followed out only fluoroscopically. 
Ife emphasized the fact that a diverticulum hav- 
ing been found, the following important points 
should be studied : 


A—Exact location. 

B—Size and shape. 

C—Dimensions of its orifice. 

D—Mobility. 

F—The degree of retention. 

G—Caliber of the duodenum proximal and 
distal to the diverticulum. 

H—Emptying time of the stomach. 


Also, special study shonld be made to settle the 
question of duodenal ulcer, which often occurs 
opposite and just caudad to the diverticulum. 

It is of the utmost importance from the sur- 
geon’s point of view that the Roentgenologist 
localize the diverticulum as exactly as possible. 
Thus, if the sac is on the posterior wall of the 
duodenum, it is retro-peritoneal and mobiliza- 
tion of the duodenum is necessary at the opera- 
tion. So, also, its location with reference to 
the ampula of Vater, the head of the pancreas, 
the gall-bladder, liver, ete., are very impor- 
tant, Manipulation under the fluoroscope will 
usually suffice in localizing the pouch, although 
stereoscopic plates may be of assistance (Case). 


TREATMENT 


Cases which are discovered accidently during 
routine X-ray examination of the gastro-intes- 
tinal tract and which are not causing symptoms 
usually require no treatment. Those in which 
inflammatory changes have probably set in re- 
quire surgical interference. Various types of 
operation such as excision of the sac, invagina- 
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tion and ligation, pylorectomy, and posterior 
gastro-enterostomy have all been employed. 


Further description of the type and technique 


of operation will not be gone into here, as there 
are numerous references in the literature on 
this point. 


inflammatory changes are known or believed to 
have set in, operation appears indicated.’’ 7 
Case 1—H. N. Seen at the Moore Hospital, 
Brockton, Mass. Patient aged 40 years—Mar- 
ried. 
Present illness: 


Beginning about 25 years 


FIG. 1. Case 1. Diverticulum of duodenum at junction of first and second portions. 


‘Non-surgical treatment is of little, if any, 
avail. Case states his belief as follows: ‘‘In the 
majority of cases of duodenal diverticula it is 
not likely that any form of non-surgical treat- 
ment can have any appreciable effect on the 
contents of the sac or its likelihood to menace 
the patient. So it appears that in cases where 


ago, he has had three or four attacks of ‘‘stom- 
ach trouble’’ a year. The attacks usually come 
on at night after a hearty meal, with epigastric 
pain, nausea, vomiting, and diarrhea. The fol- 
lowing two or three days, there is anorexia and 
nausea, but no vomiting or diarrhea. About 
ten years ago he began having epigastric dis- 
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comfort, more severe at night. 


Occasionally | but no muscle spasm, in the right upper quad- 


the attacks were aborted by a cathartic, but if}rant. Examination otherwise negative. 


this treatment failed, the discomfort became a 
severe pain in the epigastrium, accompanied by 
nausea and vomiting, necessitating his remain- 
ing in bed a week. 


i 


Duca.2" 


A diagnosis of cholecystitis was made. 
X-ray examination: The stomach is orthotonic 


with diminished peristalsis; its outline is regu- 
These attacks also came|lar. The duodenum is large; its outline ap- 


FIG. 2. Case 2. Diverticulum at junction of first and second portions of the duodenum. 


about three to four times a year. During the! 
past two or three years he has had a moderate 
gnawing pain in the right epigastric region. 
radiating to the back. Food and alkalies gave 
no relief. He lost about fifteen pounds in the 
past few weeks. 

Physical examination: Well developed and 


fairly nourished. There is slight tenderness, 


pears regular and it fills and empties normally. 
Lying just above and to the right of the duod- 
enum and apparently connected with it near 
the junction of the first and second portions, 18 
a pouch about 3 x 5 em. filled with opaque mix- 
ture. This pouch is sharply defined and smooth 
in outline, is not movable, and there is tender- 


‘ess over it on fluoroscopic palpation; it does 
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not change in size or position at any time dur- 
ing {ie examination. There is no retention in 
the scomach, duodenum or diverticulum at the 
six ur examination. 


FIG. 3. Case 3. 


A diagnosis of diverticulum of the duodenum 
was made and operation decided on. 

Operation: Operated April 30, 1923—Moore 
Hospital, Brockton, Mass.—Dr. George A. 
Moore, assisted by Dr. Condrick. 

_ At the junction of the first and second por- 
tion of the duodenum, on the posterior side, a 


markedly inflamed diverticulum about the size 
of the thumb was found. 
inadvisable, the diverticulum was inverted and 
two rows of Pagenstecker sutures placed across 


As excision seemed 


Diverticulum of first portion of the duodenum. 


the neck. He was seen about four months 
after the operation. He had gained thirty 
pounds in weight, and his general condition 
was excellent. There were no gastric com- 
plaints, appetite was good, and he could eat 
anything. 

About three months later, he still felt well 
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and had no complaints. X-ray examination at 
this time showed no evidence of the diver- 
ticulum. 
Case 2—Mary McN. Housemaid, single, 
white, age 50. 


5 


her work. It often keeps her from falling to’ 


sleep, but does not awaken her. Nausea and 
gaseous eructations often accompany the at- 
tacks; never vomits. She has lost thirty pounds 
in the past month. Appetite good. 


FIG. 4. Case 3. Plate taken five hours after ingestion of barium mixture showing retention in the diverticulum. 


Chief complaint: Gnawing pain just to right 
of and slightly above umbilicus. 
- Present illness: About four years ago began 
to have a pounding and crawling feeling in epi- 
gastrium, which has been present at intervals 
ever since. The trouble always comes on at 
night or when lying down, never when busy at 


Past history: Negative, except that she has 
been’ very markedly constipated since early 
childhood and has required almost daily cathar- 
sis. 

Physical examination: A middle-aged, well 
preserved woman. ‘There is a very definite 
localized area of marked tenderness about two 
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inches below the xiphoid and two inches to the 
right of the mid-line. Otherwise essentially neg- 
ative. 

X-ray examination: There is a large diverti- 
culum at the junction of the first and second 


Chief complaint: Pain in the epigastrium, 
nausea, weakness, and loss of weight. 

Present illness: Began as dull, aching, epi- 
gastric pain about six months ago. The pain 
came on two to three hours after meals and was 


FIG. 5. Diverticulum of the duodenum. 


portions of the duodenum. The pouch has a 
large mouth and ean be seen to fill and empty 
freely. There is definitely localized tenderness 
over the region of the diverticulum on fluor- 
oscopie palpation. There is no retention in the 
stomach or duodenum at the end of six hours. 
No other abnormality was noted in the gastro- 


intestinal tract. 


The patient refused operation. 
Case 8—J. E. Male, single, white, age 40. 


always relieved by food and soda. At first, had 
two or three attacks weekly. During the past 
six weeks has had the pain twice or three times 
daily, being sharp enough at times to cause him 
to double up. The pain never radiates or 
changes position, and is often accompanied by 
heart-burn and nausea. No vomiting or belch- 
ing. He has lost about fifteen pounds in the 
past month and feels very weak. 

Past history: Has always been very consti- 
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pated, averaging only about four bowel move- 
ments weekly. No tarry, bloody, or clay-colored 
stools; never jaundiced. Otherwise unimpor- 
tant. 


Physical examination: Essentially negative, 
except that there is marked tenderness in the 
epigastrium, just to the right and above the 
mid-line. 

X-ray examination: The stomach shows no 
abnormality. Projecting downward from the 
first portion of the duodenum, there is a rounded 
diverticulum about two or three inches in diam- 
eter. The pouch has a wide mouth, is not mov- 
able, and there is definitely localized tenderness 
over it on fluoroscopic palpation. The barium 
mixture can be forced out of the diverticulum 
by manipulation, but the pouch tends to remain 
filled. There is definite retention in the diver- 
ticulum at the end of five hours, but it is empty 
at the twenty-four hour examination. No other 
abnormality was noted in the gastro-intestinal 
tract. 


The patient felt markedly improved on re- 
stricted diet and refused operation. 


Case 4—F. B. White, male, married, age 34. 


Chief complaint: Pain in the epigastrium. 

Present illness: About eleven years ago be- 
gan having pain in epigastrium. This pain came 
on about two to four hours after meals, was 
knife-like in character, did not radiate, and was 
definitely relieved by food, sodium bicarbonate, 
and pressure. The pain has never awakened 
him at night. The intervals between attacks 
have usually averaged about six to seven months. 
Was often nauseated, but never vomited. Dur- 
ing the past four months, pain has been very 
severe, often knife-like, and was not relieved by 
food; in fact, eating has seemed to aggravate 
the pain, so that he has limited his diet to prac- 
tically milk, pea soup, ete. On two oceasions 
he has required morphine for relief of pain. He 
is slightly constipated, requiring a cathartic 
about once a week. There has been no diarrhea, 
tarry or clay colored stools, or jaundice. Re- 
mainder of history essentially negative, except 
that he has lost about six pounds in the last few 
weeks. 


Physical examination: There is tenderness 
on palpation in the region between the umbili- 
eus and the xiphoid, with muscular spasm oven 
the area of tenderness. Otherwise negative. 


Stool: Clay colored, with numerous small, 
hard, tarry lumps. Benzidine test strongly 
positive for occult blood, 

A clinical diagnosis of duodenal ulcer was 
made, 

X-ray examination: The stomach is hyper- 
tonic, with deep irregular peristalsis; its out- 
line appears regular. The first portion of the 
duodenum is irregular in outline. On the in- 
ferior surface of the duodenum, at about the 


junction of the first and second portions, there 
is a small, pouch-like projection, which prob- 
ably represents a diverticulum. At the six and 
twenty-four hour examinations the stomach was 
entirely empty and there was no retention of 
barium in the diverticulum. Remainder of 
gastro-intestinal tract is not remarkable. The 
findings represent an ulcer of the first portion 
of the duodenum and a diverticulum at about 
the junction of the first and second portions of 
the duodenum. 


Operation: March 11, 1924. Performed by 
Dr. <A. Kimpton. Ether anesthesia. The 
stomach was normal. There was a diverticu- 
lum about the size of an English walnut on the 
inferior surface of duodenum at the beginning 
of the second portion. There were two small 
uleers at the first portion of the duodenum, one 
on the anterior and one on the posterior sur- 
face. A Balbour I operation was done, the 
pylorus and about an inch and a half of the 
duodenum being resected. 


SUMMARY 


Diverticulum of the duodenum is an impor- 
tant pathological condition because it is not in- 
frequently the cause of severe abdominal symp- 
toms. 

It may be congenital or acquired. 


Diverticulum occurs most commonly at the 
second portion, although it may arise from any 
part and any surface of the duodenum. 

A diverticulum may be present throughout 
life without giving rise to symptoms. 

Symptoms, often severe, result from the re- 
tention of food or foreign bodies, inflammation 
of the sac and surrounding structures, or dis- 
tension of the pouch. 


Clinical diagnosis is practically impossible be- 
cause of the indefiniteness and variability of the 
symptoms. 

The Roentgen examination makes the diag- 
nosis; fluoroscopy is essential. 

The treatment is surgical if the symptoms are 
severe; otherwise, no therapy is indicated. 

Diverticula are being found with increasing 
frequency during routine X-ray examinations 
of the gastro-intestinal tract; therefore, this 
condition should be borne in mind in all cases 
of obscure upper abdominal pain. 


CONCLUSIONS 


1. Diverticulum of the duodenum is being 
found with increasing frequency and appears to 
be more common than is usually supposed. 

2. Diverticulum of the duodenum should be 
considered in all cases of obscure abdominal 
pain. 

3. Pre-operative diagnosis can be made only 
by X-ray examination; fluoroscopy is essential. 
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INTRACAROTID ROUTE IN THE TREATMENT OF GENERAL PARESIS 


BY HENRY L. HIRSCH, M. D., ABRAHAM MYERSON, M. D., ROY D. HALLORAN, M. D. 


Tue injection of drugs into the carotid artery 
oy the treatment of general paresis suggested 
itself because it seemed plausible that by this 
route, drugs would reach the diseased area more 
directly and in higher concentration than by 
other methods of administration. This proce- 
dure seems theoretically correct because it has 
been proven that the arsphenamines are spiro- 
chetocidal ‘‘in vitro’’ as well as ‘‘in vivo.’’ In 
other words, these drugs exert their influence 
not only by increasing the resistance of the body, 
but alse by the direct destructive action on the 
spirochete. This belief is supported by Scham- 
berg and others; and the general assumption 
that drugs possessing higher penetrability for 
nerve tissue are more potent in treating neuro- 
syphilis, adds weight to this belief. It also seems 
plausible that more concentrated solutions of the 
arsphenamines placed in close contact with nerve 
tissue by intracarotid injection would have a 
better chance of penetrating it; and utilizing a 
drug of known higher penetrability intraiarteri- 
ally, would theoretically give it the best possible 
chance for penetration. 

The conservatism with which new methods of 
treatment of general paresis are now accepted 
by the medical profession prompts us to make a 
report of our experience with approximately two 
hundred and fifty (250) intracarotid injections, 
in this disease. 

As a preliminary to our work on human be- 
ings, we carried on a series of experiments on 
dogs. The first experiment was done on May 
29th, 1924. The dog was anaesthetized, an in- 
cision made on the left side of the neck and the 
common earotid artery exposed. For the pur- 
pose of testing the safety of the procedure, a 
needle was introduced into the artery and a 
small amount of blood withdrawn into a sy- 
ringe, and reinjected into the artery. This much 
was done safely and without untoward signs. 

The second experiment was done on June 4th. 
1924. The usual incision and exposure of the 
common earotid artery was made and 2 cc. of a 
solution of ‘‘ Neosal’’ (an arsenical preparation) 
was injected. On withdrawing the needle there 
formed a slight swelling around the artery, 
which was not extensive nor was it damaging. 
The next dav the dog’s condition was good and 
continued so. On June 10th the same artery was 
again exposed in this dog and appeared perfect- 
lv normal in every respect; the slight swelling 
around the artery had entirely disappeared. An- 
other injection was made consisting of 0.05 gm. 
of neosalvarsan in 5 ¢.c. of water. Again the 


slight swelling appeared around the artery, but 
had entirely disappeared when the dog was again 
operated on June 14th. On this oceasion 0.15 
vm. of neosalvarsan was injected in 5 ee. of 


water. This dog remained well and showed no 
ill effects locally or systemically. 

On June 19th, 1924, a. dog received 6000 units 
of diphtheria antitoxin by this method. Imme- 
diately after injection the dog seemed to show 
signs of a slight reaction consisting of somewhat 
shallow breathing and slowing of the pulse. Some 
ether was injected hypodermically. The dog re- 
acted well and remained so. 


On June 23rd a dog received by this method 
0.45 gm. of neosalvarsan in 10 ¢.e. of water. It 
was given quite rapidly and the dog showed no 
untoward effects. 

On July 2nd a dog received by this method 
0.9 gm. of neosalvarsan in 10 ¢.c. of water. And 
on the same day another dog received some anti- 
meningocoecus serum by the same method. Both 
animals remained perfectly well. 

These are a few illustrative cases, indicating 
some of the procedures that were applied. A 
great many dogs were done for the purpose of 
determining whether or not the arterial route 
was safe and in none of the dogs was there a 
reaction locally and only the slightest possible 
reaction systemically in one instance. 


Following the experiments on dogs, we did 
eadaver work, which helped us to familiarize 
ourselves with the relations of the various strue- 
tures of the neck in the normal individual. 

At this juncture, a survey of foreign litera- 
ture disclosed the fact that, in 1919, Knauer util- 
ized the common carotid artery for the adminis- 
tration of salvarsan in general paresis and brain 
syphilis. He reported favorable results from 
his method. Enderlin and Justi discussing the 
technique of intracarotid injection dicarded the 
open method, that is, the method of dissecting 
until one reached the carotid, for a method by 
which the needle was plunged through the skin 
and into the common carotid artery. These au- 
thors state that their technique enables them to 
reach the artery without mishap and with good 
results. Desliens, writing on the utilization of 
the arterial method as an experimental matter, 
states that morphine administration and anti- 
tetanus medication is more efficient when given 
intraarterially than intravenously; in other 
words that this route offers better chance of hit- 
ting the brain centers than the intravenous 
method. Similarly, Bennedik and Von Thurzo 
state that by their technique, which is also 
through the skin and into the carotid artery, a 
more efficient distribution of therapeutic sub- 
stances into the brain is obtained than by the 
intravenous method. As far as we know there 
has been no publication on this matter in Eng- 
lish, except that Stookey and Elsberg, in their 
experiments on evilepsy. state that they produce 
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epileptic attacks in dogs by intracarotid injec- 
tions. 

Our first work on human beings was done on 
June 30th, 1924. The procedure at first con- 
sisted of wide dissections of the neck and injec 
tions into the common carotid artery under guid- 
ance of the eye. In other cases injections were 
made into the internal carotid artery. The 
manner of approach in this work was the same 
as is commonly employed for ligation of these 
vessels. Repeated dissections of the neck were 
required for weekly administration of the 
arsphenamines and each succeeding dissection 
was more difficult because of adhesions, and we 
felt at that time that it would be necessary to 
discontinue the treatments because of technical 
difficulties. We finally decided to attempt in- 
jecting the artery directly without incising the 
skin, as the German and French workers had 
done. Keeping in mind the various structures 
traversed in our dissections, we were able to go 
directly into the artery and have been able to 
repeat these injections in the same patients, 1n- 
definitely. 

The technique of injection of the common 
carotid artery without incising the skin is as 
follows: a needle is attached to a syringe con- 
taining the quantity of drug to be administered. 
The syringe is held in the hand like a writing 
pen, touching the skin almost perpendicularly, 
and not in the usual way when injecting intra- 
venously. This position facilitates making a 
direet puncture and obviates the possibilty of 
raising the outer coat of the artery. In this 
perpendicular position the needle has less 
chance of striking the internal jugular vein, 
which frequently overlaps the artery. The in- 
dex and middle fingers of the left hand palpate 
the pulsation of the artery and the needle is 
directed toward the pulsation. The puncture 
is best made near the anterior edge of the sterno- 
mastoid muscle and near the upper border of 
the omohyoid, and just below the level of the 
upper border of the thyroid cartilage. Very 
frequently the external jugular vein crosses the 
edge of the sterno-mastoid muscle at the exact 
level, where it is most desirable to make the 
puncture. In that case it is preferable to go 
below this level rather than above, on account of 
the bifureation of the common carotid which is 
generally one-half :inch above the upper border 
of the thyroid cartilage. Occasionally it has 
been necessary to puncture the external jugu- 
lar vein, and go through it in reaching the ecaro- 
tid artery, a matter of little consequence if gen- 
tle pressure is applied on withdrawal of the 
needle. When the needle reaches the level of 
the sheath of the large vessels, there is a definite 
resistance to further progress, even if the needle 
is very sharp. This resistance is discernible 
after a little practice and is of great value be- 
cause at this moment, downward pressure must 
-be stopped and the needle inserted into the ar- 
tery by very gentle manipulation. Continued 
great pressure at this spot will flatten the ar- 


tery because of the density of the sheath, and 
when the puncture is finally made the needle 
will cut through both the anterior and _pos- 
terior walls of the artery. Though this has 
happened in our hands several times, no injury 
to the sympathetic has been observed. Inelu- 
sion is then best effected by gently withdrawing 
the needle, and the injection is not begun until 
the blood is seen spurting into the syringe with 
each pulsation of the artery. The spurting of 
blood is also the index of proper inclusion of the 
needle on its downward course. The pulsating 
into the syringe is not visible if a needle of 
small calibre is used and as it is a very valuable 
indicator of the position of the needle, it is 
preferable to use one of fairly large calibre. It 
is our practice to use a 19, 20 or 21 gauge needle. 
Though the vagus nerve lies posterior to the ar- 
tery and between it and the internal jugular 
vein, we have never observed evidence of even 
the slightest injury to it in any of our cases, and 
the literature records no injury. 

For all practical purposes, the procedure 
which is most feasible consists of the employ- 
ment of the common carotid artery. Injections 
introduced into this artery will enter the inter- 
nal carotid and it, being the larger branch, will 
probably receive the greater part of the injected 
substance; a much smaller amount going to the 
external carotid, which is the smaller branch; 
and probably the results are but little affected 
by the small amount of the drug which is divert- 
ed through this branch. 

The fact that some of the medicament and 
probably most of it, introduced into the com- 
mon carotid artery, reaches the internal carotid, 
is evident, because there is a slight burning sen- 
sation during the course of the injection, of the 
eye corresponding to the side being treated. 
This is a constant symptom. There is also a 
slight injection of the eye thus affected. These 
phenomena are best explained by the presence 
of the concentrated solution in the ophthalmic 
branch of the internal carotid artery. The 
burning sensation subsides immediately after 
treatment and the injection of the eye persists 
for only an hour or two. 

At first we used sulpharsphenamine in this 
work and started with a dose of 0.3 gm. in 12 c.c. 
of freshly prepared distilled water. The sec- 
ond dose was 0.45 gm. and the maximum dose 
used in this work was 0.6 gm. in the same quan- 
tity of water. We believe sulpharsphenamine 
is a safe drug and freedom from reactions 
would suggest that larger doses may be tried. 

Beginning on January 20th, 1925, we started 
the use of tryparsamide. Ophthalmoscopic ex- 
amination of each patient was made _ before 
administration of this drug, and the first dose 
was one-tenth of the maximum consisting of 0.5 
gm. in 12 ce. of freshly prepared distilled 
water. The following week we used 1.0 gm. of 
the drug and at the end of the fourth week, the 
maximum of 3.0 gm. was given, also in 12 ¢.c. of 
water. There was more local burning sensa- 
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tion with the use of this drug in maximum dos- 
age, and the use of 15 c.c. of water for 3.0 gm. 
of the drug in subsequent treatments has made 
it possible to administer it with as little dis- 
turbance as with the use of sulpharsphenamine. 


_ REPORT OF CASES 


A. F., age 46 years. Male. White. Diag- 
nosis, general paresis. Rapidly deteriorating, 
hypochondriacal. Neurasthenic complex. Mem- 
ory poor. Noisy, untidy, tremors, slurring of 
test phrases. At times confused and having 
periods of excitement. Required seclusion. 
Gait unsteady and extremely emaciated. Prior 
to receiving intracarotid treatment this patient 
had received treatment for at least five years, 
consisting of intravenous, intraspinous and cis- 
ternal Swift-Ellis. He continued to lose 
ground in spite of treatment. He received 29 
injections of sulpharsphenamine and 5 injec- 
tions of tryparsamide by the carotid route at 
weekly intervals beginning on June 30th, 1924. 

The remarkable improvement in this man’s 
condition has suggested the fact that he may 
have started a spontaneous remission prior to 
beginning intracarotid treatment. However, 
the. serological improvement is suggestive, be- 
cause no such improvement was observed under 
other forms of treatment. At the present time 
he shows the picture of a case in a complete re- 
mission. He is correctly oriented, quiet, tidy, 
keen and has a good grasp on surroundings. 
Complete insight is probably lacking; he is now 


at home and returns to the hospital for weekly 


He is contemplating resuming his 
He 
(35) 


treatment. 
former occupation, which is that of tailor. 
has gained approximately thirty-five 
pounds in weight. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 


TREATMENT 
Blood Sp. Fld. 
Was- Was- 
serman  serman CellsGlob. Alb. Coll. Gold 
Positive Positive 1 0 0 4321000000 
SEROLOGICAL REPORT AT PRESENT 
Negative Positive 2 0° 0 4122000000 


In this case there have been several spinal flu- 
id Wasserman reports varying from weakly pos- 
itive to negative. 


Male. Colored. Diag- 
nosis, general paresis. This patient was appar- 
ently inert and no history was obtainable. He 
had a left-sided hemiplegia. He was disoriented, 
bed-ridden, answered questions with a grunt and 
was apparently very much deteriorated. He re- 
ceived twenty-two (22) intracarotid injections of 
sulpharsphenamine and four (4) of tryparsa- 
mide, beginning July 28, 1924. Immediately af- 
ter the first injection, he appeared more con- 
fused and restless. © This ‘reaction disappeared 


F. R., age 38 years. 


after twenty-four (24) hours. After four or five 


‘treatments he was more alert and communica- 


‘tive, After fifteen treatments, he was able to . 
talk quite coherently and gave the story of hav- 
ing had syphilis and of having been treated for 
it by intravenous injections. At different times 
he has related some isolated events in his life 
history. At the present time he shows increased 
activity, gives fair response to questions and is 
fairly well oriented. The whole picture is one 
of improvement, clinically. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 
TREATMENT 


Blood Sp. Fld. 

Was- Was- 

serman serman CellsGlob. Alb. Coll. Gold 
Positive Positive 14 1 1 5554300000 


SEROLOGICAL REPORT AT PRESENT 
Positive Positive 0 1 1 5544210000 


C. H. C., age 36 years. Male. White. Diag- 
nosis, general paresis. Emotionally unstable, at 
times excited and irritable. Delusions of grand- 
eur, memory and judgment impaired. Speech 
defects, tremors. This was an untreated case. 
He received eight (8) intracarotid injections of 
sulpharsphenamine from August 25th, 1924, to 
October 14th, 1924. He gained a great deal in 
weight (approximately forty-two (42) pounds). 
He became more quiet. Delusions less pro- 
nounced but he remained slightly euphoric. 
Tremors improved. 

The treatment was discontinued in this pa- 
tient on account of objection of relatives. He 
stood the treatment well and improved clinically. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 


TREATMENT 

Blood Sp. Fld. 

Was- Was- 

sermay serman CellsGlob. Alb. Coll. Gold 
Positive Positive 59 1 3 5555555310 

SEROLOGICAL REPORT AT PRESENT 

Positive Positive 37 2 3 5555432100 

G. F., age 39 years. Male. White. Diag- 


nosis, general paresis. Marked facial tremor and 
ataxic speech. Judgment defects and mildly 
euphoric. This patient received sixteen (16) in- 
travenous injections of sulpharsphenamine prior 
to beginning intracarotid treatment and had 
showed considerable improvement. He was able 
to go home and to return to the hospital for 
weekly treatment. He has received twenty-one 
(21) intracarotid injections of sulpharsphena- 
mine and six (6) of tryparsamide beginning Au- 
gust 25th, 1924. Following intracarotid treat- 
ment, he gained about twenty (20) pounds in 
weight. He is less and shows less 
speech impairment.. 


More than a month anes between inteaves 


"716 GENERAL PARESIS—HIRSCH, MYERSON AND HALLORAN _ Boston M. &S8. Journat 


April 9,.1925 


nous treatment and beginning of intracarotid 
medication. Practically no serological change 
was observed until he had received ten or twelve 
intracarotid injections. Clinical improvement 
was also more marked after intracarotid treat- 
ment was instituted. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 
TREATMENT 


Blood Sp. Fld. 
Was- Was- 
serman serman CellsGlob. Alb. Coll. Gold 


Positive Positive 0 1 2 5555453000 


SEROLOGICAL REPORT AT PRESENT 
Negative Positive 0 4454320000 


L. M., age 30 years. Male. White. Diagno- 
sis, general paresis. This patient was restless, 
agitated, sometimes depressed. Untidy. Neu- 
rasthenic type and somewhat hypochondriacal. 
Tremulous, emaciated. He received twenty-two 
(22) injections of sulpharsphenamine and six 
(6) of tryparsamide by the carotid route, begin- 
ning August 4th, 1924. This patient shows im- 
provement. Gained about fifteen (15) pounds 
in weight. Is not so restless and less hypochon- 
driacal, although he is still somewhat untidy. He 
had received previously about sixteen (16) in- 
travenous injections of sulpharsphenamine with- 
out signs of improvement clinically or serologi- 
cally. In this case all the improvement noted 
was observed some little time after institution 
of intracarotid treatment. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 
TREATMENT 


Blood Sp. Fld. 
Was- Was- 
serman  serman CellsGlob. Alb. Coll. Gold 


Positive Positive 2 2 2 5555541000 


SEROLOGICAL REPORT AT PRESENT 
Negative Positive 2 2 2 5512100000 


M. B., age 45 years. Male, White. Diagnosis, 
general paresis. Dull, apprehensive and mem- 
ory impaired. Ataxic. Marked speech defects 
and mildly euphoric. Tremors of face and ex- 
tremities. This patient has received thirteen 
(13) intracarotid injections of sulpharsphena- 
mine from August 18th, 1924, to November 18th, 
1924, and six (6) injections of tryparsamide be- 
ginning January 27th, 1925. There is a slight 
clinical improvement and gain of twenty (20) 
pounds in weight, as well as a slight improve- 
ment in serological findings. The treatment was 
temporarily discontinued in this case because of 
an arsenical dermatitis, which cleared up in a 
_— time and it was resumed with tryparsa- 
mide. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 
TREATMENT 


Blood Sp. Fld. 
Was- Was- 
serman serman CellsGlob. Alb. Coll. Gold 


Positive Positive 26 3 3 9955534000 
SEROLOGICAL REPORT AT PRESENT 
Negative Positive 18 1 1 5555531000 


M. M., age 51 years. Male. White. Diag- 
nosis, general paresis with tabes. This patient 
was confused and agitated at times and had a 
very poor memory. Emotionally was mildly 
depressed, lacking insight. He received twenty- 
two (22) intracarotid injections of sulpharsphen- 
amine and seven (7) of tryparsamide begin- 
ning August 18th, 1924. Ilis improvement is 
quite marked. He is well oriented. Tas ac- 
quired a better grasp on surroundings. Has bet- 
ter judgment. Practically in a complete clini- 
cal remission and desires to return to work, He 
has gained fifteen (15) pounds. Has been able 
to return to his home and returns to the hospital 
for weekly treatment. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 
TREATMENT 


‘Blood Sp. Fld. 
as- Was- 
serman  serman CellsGlob. Alb. Coll. Gold 


Positive Positive 13 1 1 5543210000 


SEROLOGICAL REPORT AT PRESENT 
Doubtful Positive 4 1 1 4443100000 


T. B., age 42 years. Male. White. Diagno- 
sis, general paresis. This patient was expan- 
sive. Sometimes abusive and profane, somewhat 
disoriented. Seclusive and uncommunica- 
tive. He has received eleven (11) intracarotid 
injections of sulpharsphenamine and seven (7) 
of tryparsamide beginning November 4th, 1924. 
The clinical improvement is almost negligible. 


SEROLOGICAL REPORT BEFORE INTRACAROTID 


TREATMENT 
Blood Sp. Fld. 
Was- Was- 
serman  serman Glob. Alb. Cells Coll. Gold 
Doubtful Positive 3 41 3322000000 
SEROLOGICAL REPORT AT PRESENT 
Negative Positive 1 8 8311100000 


The following three (3) cases have been un- 
der treatment for a relatively short time and 
are reported for the sake of completing our pres- 
ent report. 


G. H., age 33 years. Male, Colored. Diag- 
nosis, general paresis. This patient had marked 
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speech defects and facial tremors. He was mild- 
ly confused. Memory was poor. Euphoric and 
apprehensive. Marked ataxia, equilibratory and 
non-equilibratory. Untreated case. He has re- 
ceived seven (7) intracarotid injections of sulph- 
arsphenamine and seven (7) of tryparsamide 
beginning November 18th, 1924. There has 
been no change in this case clinically or serolog- 
ically, other than a gain in weight of ten (10) 
pounds and reduction in the number of cells in 
the spinal fluid. 

W. H., age 42 yrs. Male. White. Diagnosis, gen- 


eral paresis with tabes. This patient was not 
greatly deteriorated. Moderate memory impair- 


ment especially in time phase. Mildly euphoric.. 


He is obese. Gait slightly ataxic. Speech slur- 
ring. Tremors of face and tongue. 
He has received six (6) intracarotid injections 
of tryparsamide beginning January 27th, 1925. 
Sufficient time has not elapsed to make a com- 
parison of this patient’s condition before and 


after treatment. 


P. C., age 46 years. Male. White. Diagno- 
sis, general paresis. This patient was dull, apa- 
thetic. Memory is defective. Auditory and vis- 
ual hallucinations have been noted. He has 
received six (6) intracarotid injections of trypar- 
samide beginning January 27th, 1925. This pa- 
tient has gained ten (10) pounds in weight. 
There have been no other changes in his condi- 
tion. 

CONCLUSIONS 


1. Intracarotid injection is safe in proper 
hands. It is feasible and can be utilized indefi- 
nitely without injury to the artery and without 
untoward signs systemically; as compared with 
intravenous injection, however, it is more diffi- 
cult and on account of the proximity of many 
important structures, it must be regarded as a 
major procedure. 

2, Our series is too small to draw conclusions 
regarding present or future results. It is of 
some significance, however, that none of these 
cases has grown worse under treatment, although 
some of them were deteriorating at the time that 
intracarotid treatment was started. 

3. Improvement has been recorded in some 
eases and there is every reason to feel that the 
procedure is warranted and should be tried in a 
much larger series of cases. 


We desire to express grateful appreciation to 
Mr. Simeon Allen who helped us in the experi- 
mental work on animals and who made several 
elaborate chemical analyses and worked up the 
foreign literature for us; and also to Dr. James 
V. May, Superintendent of the Boston State Hos- 
Piial for his codperation in this undertaking. 
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THE SEDGWICK MEMORIAL 


THE death of Professor William T. Sedgwick 
is so recent that those now engaged in public 
health work are still conscious of the great loss 
to our profession. The case is somewhat dif- 
ferent with those who are now entering the pro- 
fession and those who will enter in the future. 

At a meeting of the American Public Health 
Association in October, 1924, Dr. Victor C. 
Vaughan invited a number of the members to 
meet informally to discuss the establishment of 
a memorial to Professor Sedgwick. It was de- 
cided that it should take the form of a medal, 
of high artistie merit and considerable intrinsie 
value, to be given from time to time to individ- 
uals who had rendered distinguished service to 
the cause of public health. The American Pub- 
lie Health Association was invited to take 
charge of this medal as trustee, and to award it 
according to terms which will be formulated. 

Not less than $5,000 will be required in order 
to obtain a worthy design and to have the med- 
als struck from year to year. 

A committee was appointed and within a very 
short time notices will be sent to a large num- 
ber of Professor Sedgwick’s friends and former 
students asking for subscriptions—American 
Journal of Public Health. 


NUMERICAL RELATIONS OF THE 
VARIOUS PROFESSIONS 


THE Illinois Medical Journal has gathered 
some interesting statistics in relation to increase 
and decrease in some of the professions in the 
period between 1910 and 1920. During the ten 
years the number of dentists has increased 40 
per cent., trained nurses have increased 81 per 
cent., various healers (cults) 116 per cent. in- 
crease. During the same period the number of 
physicians and surgeons in the United States 
has decreased about 8 per cent. It is said that 
there are 1,125 fewer doctors in 1920 than in 
1910, notwithstanding the fact that osteopaths 
are recognized by the census bureau as physi-~ 
cians. 

The decrease in the number of physicians is 
felt particularly in the rural communities. 
There is probably an increase in the number of 
physicians in the cities and larger towns.— 
Journal Iowa South Medical Society. 
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CASE 11151 
Mepicat DEPARTMENT 


A Swedish cook of nineteen entered March 
15. She said she had never been ill before. 
The friend who came with her said however 
that at twelve years of age she was in bed a 
year with bloody vomiting and great epigastric 
pain. For the past two months she had felt 
weak, had often vomited after eating, and had 
gradually become pale, losing appetite and some 
weight. Two weeks before admission she had 
severe sore throat. After being in bed a week 
she was up for four days. Three days ago 
her legs began to swell and were so painful 
that she could not walk. Her hands also swelled 
and were painful. She still vomited after eat- 
ing and had some epigastric pain. Her bowels 
were very constipated. 

Examination was negative except for extreme 
pallor, an oceasional faint systolic murmur at 
the apex of the heart and over the pulmonie 
area, and swelling, heat, and tenderness of both 
ankles. 

The temperature was 102.8° falling steadily 
to 97.7°, the pulse 115-88, the respiration 28-32. 
The output of urine is not recorded. The 
specific gravity was 1.037. There was a slight 
trace of albumin at the single examination. The 
hemoglobin was 45%, the leucocytes 20,000, the 
reds 3,248,000. 

The patient vomited everything taken by 


mouth. She complained of great pain in the. 


arms. On examination nothing was found but 
tenderness. ‘The evening of March 6 she start- 
ed to vomit and very suddenly died. 


DiscussION 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


I do not know what causes produce bloody 
vomiting and epigastric pain at twelve years of 
age in agirl. This is a very queer history. I 
doubt whether it is correct. But we must take 
it as we have it. 

There are two sets of symptoms, gastro- 
intestinal and circulatory. The circulatory are 
not. very typical, for we do not expect edema of 
the hands so early in a ease in which edema of 
the feet is due to passive congestion. 


NOTES ON THE PHYSICAL EXAMINATION 


The examination I think makes it pretty 
clear that this edema is not due to passive con- 
gestion. 

Presumably the kidneys are all right. 


DIFFERENTIAL DIAGNOSIS 


I hope someone knows more about the diag- 
nosis than I do. Iam very vague about it. Let 
us start with what seems clear. She has an 
anemia, and I suppose a secondary anemia with 
leucocytosis. Let us start from that fact. To 
what can that be due among the possibilities 
that are open in this case? (1) She had appar- 
ently an arthritis. She had a bad sore throat. 
One thinks therefore of acute endocarditis, 
which often produces such an anemia and which 
would go with the joint symptoms and with the 
throat. It is true that we have very little in 
the heart to back that up. But we have enough. 
We do not necessarily have anything more than 
a systolic in the heart with acute endocarditis. 

What about her gastro-intestinal symptoms? 
I cannot explain these. I think they have to 
be left out of the picture unless due to passive 
congestion. If due to passive congestion were 
they due to that same cause seven years ago? It 
does not seem very likely. But if they were 
not I do not know what they were due to. 

(2) What else can cause such an anemia in a 
girl of nineteen? She is at the age when we 
used to say ‘‘chlorosis.’’ Chlorosis is one of the 
few diseases which has died in my time. I feel 
positive about it because I used to see many 
cases. I was very much interested in the blood 
and I am very confident that I used to see 
chlorosis that was not tuberculosis, was not any- 
thing that we might mistake it for. Today we 
do not see any. I wonder if anyone knows 
why. At the time I wrote the article on the 
blood in Osler’s Modern Medicine I sent to 
friends in some of the large cities of this coun- 
try asking them for their records and opinions 
about chlorosis. They all said the same thing, 
and all were surprised by it. They all said, 
‘‘Chlorosis is going out. We do not know why, 
but it is going.’’ This case was in the chlorosis 
period, 1898, and we can perfectly well there- 
fore suppose that possibility. But chlorosis 
does not give us a leucocytosis, it does not give 
a fever, and it is a mild disease which would not 
account for most of the symptoms which we 
have here. It would account for the gastro- 
intestinal symptoms, but not for anything else. 
We can rule it out. 

(3) Could she be syphilitic, with anemia 
secondary to that? That does not explain the 
death. People do not die of syphilis without 
something more definite in the brain or cord or 
heart than is given here. 

(4) She lived not far from a part of the 
world in which we see a great deal of parasitic 
anemia. Finland has a lot. But there 1s 


nothing in the blood to suggest that, and one 
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does not die of parasitic anemia with so many 
red cells as she has. 

(5) Posthemorrhagic anemia? She had 
bloody vomiting at twelve, but there has been 
no blood in any recent attack, as far as I see 
here. If therefore it is a posthemorrhagic an- 
emia we cannot say so because we have no evi- 
dence of the hemorrhage. 

(6) Kidney trouble would give just such a 
urine as this, although we do not know much 
about the urine. I have never seen an ad- 
vaneed chronic nephritis give an anemia with 
the gravity 1.037. 

So I do not see what else to say except acute 
endocarditis. 

Dr. FREMONT-SMITH : 
ingitis? 

Dr. Casot: No, I don’t think she could with- 
out more meningeal symptoms. Meningitis 
gives outspoken symptoms referable to the 
brain in every case I have seen. She has none. 

Dr. Fremont-SmitH: I was thinking of a 
case we saw the other day in a child of nine 
with no meningeal symptoms whatever. This 
woman was probably too old. 

A Puysictan: Could she have ulcer of the 
stomach ? 

Dr. Casot: She could. Dr. Fritz Talbot 
has reported ulcers of the stomach even young- 
er than this. But she does not give any evi- 
dence of anything that can have killed her, per- 
foration, peritonitis or hemorrhage. Perhaps 
Dr. Richardson will show the sear of a healed 
uleer which oceurred at twelve. I do not be- 
lieve he will. 

A Puystcran: I should like a word about 
her menstrual history. I wonder if that bleed- 
ing might not have been caused by menstrua- 
? 

Dr. CaBsot: The bloody vomiting at twelve? 
Of course one hears more or less legendary ac- 
counts of blood coming from other parts of the 
body when the menses do not come. I do not 
know whether there is good evidence of that. I 
do not seem to remember any case myself that 
convinced me of it. I should doubt if it had 
anything to do with it. 

All I can say on the basis of this record is that 
if she has not an acute or subacute endocarditis 
I do not know what she has. If so, what did 
she die of? She died of sepsis and very possi- 
bly considerable passive congestion—we often 
get that with these cases of acute and subacute 
endocarditis and possibly some embolism, 
though there is no definite evidence of it. 


Could she have a men- 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Acute articular rheumatism. 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Acute or subacute endocarditis. 
Sepsis. 

Possibly passive congestion. 
Possibly embolism. 


‘| every morning. 


ANATOMICAL DIAGNOSIS 


Uleer of the stomach. 

Anemia. 

Verrucose endocarditis of the mitral valve. 
Acute degeneration of the myocardium. 
Partial defect of the ventricular septum. 
Slight acute hyperplasia of the spleen. 
Small cysts of the right ovary. 


The skin seems to have 
been noticeably pale and waxen. The brain 
and meninges were frankly negative. There 
were some old adhesions in the peritoneal cav- 
ity and some of these were about the stomach. 

The heart showed slight hypertrophy. There 
was a partial defect in the interventricular sep- 
tum just below the aortic cusps and some acute 
degeneration of the myocardium. On _ the 
mitral valve there was a row of minute granula- 
tions. Other than that the heart, the aorta and 
the great branches were negative. 

That brings us to the gastro-intestinal tract. 
About midway between the cardia and the py- 
lorus in the posterior wall was an ulcer, rather 
deep, five to six mm., and the other dimensions 
two by three cm. On the peritoneal aspect 
there were adhesions, and at the base of the 
ulcer the pancreas was visible. There was no 
evidence of new growth. It was frankly an 
uleer of the stomach. 

Dr. Casot: Of course she died of the gastric 
ulcer. Those granulations were terminal things 
and not the cause of all this anemia? 

Dr. RicHarpson: I should think so. 


Dr. RICHARDSON : 


CASE 11152 
Mepicat. DEPARTMENT 


A meat eutter of forty-two entered Novem- 
ber 11. His family history was good. He 
had measles, mumps, svarlet fever and typhoid 
fever in childhood, and at twenty-two pneumo- 
nia and rheumatic fever of eight weeks’ dura- 
tion and a chancre followed by sore mouth and 
throat and loss of hair. He had gonorrhea once. 
He drank all the gin he could get, about ten 
glasses daily. For a year and half he had been 
troubled a good deal with gas. He was almost 
always nauseated in the morning and occasion- 
ally vomited. Six weeks before admission he 
became very short of breath and unable to lie 
down, his appetite failed and he vomited almost 
Three weeks before admis- 
sion his legs swelled, and a week later his face 
became puffy. He coughed much, especially at 
night, raising a good deal of white mucus. Re- 
cently he had passed little urine. 

Examination showed a well nourished man 
with a flushed face. The mucous membranes 
were slightly pale. The throat was reddened 
and showed considerable mucus. There were 
frequent sonorous and sibilant rales scattered 
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throughout the lungs. The breathing was la- 
bored. The heart sounds were best heard in the 
fifth space in the nipple line. The left border 
of dullness was five inches to the left of the 
median line; one half inch outside the nipple. 
The right border of dullness was two inches to 
the right. The sounds were of fair quality, the 
action somewhat irregular. The pulmonic sec- 
ond sound was accentuated. There was a 
double first sound at the apex followed by a 
systolic murmur heard also in the axilla. A 
slight diastolic murmur was heard at the sec- 
ond and third right interspaces. At the apex 
there was a suggestion of a presystolic roll. The 
pulses were of rather high tension, otherwise 
normal. The abdomen was tympanitie except 
for dullness in the flanks shifting with change 
of position. <A fluid wave was present. The 
liver dullness was from the sixth rib to two 
inches below the costa! margin in the nipple 
line. The edge was indistinctly felt. The 
spleen apparently was not enlarged. There 
was edema of the genitals and much brawny 
edema of the feet and ankles. The right pupil 
was greater than the left; both reacted. The 
knee-jerks were slight, the plantars normal. The 
temperature was 97.2° to 103.3°, the pulse 142 
to 105, the respirations 40 to 20. The output 
of urine was ten to twelve ounces, the specific 
gravity 1.020-1.024. There was a large trace to 
a very slight trace of albumin at both of two 
examinations. The single sediment examina- 
tion showed many hyalin easts with oil globules 
adherent, numerous finely granular and ocea- 
sional coarsely granular casts. 

February 13 only the diastolic murmur in the 
aortic area remained. The heart was still rapid 
and irregular. 

The night of February 14 the temperature 
rose to 102° with no discoverable cause. At 
the right base there were numerous fine moist 
rales. February 17 the heart sounds were 
weak, the action slow. The temperature was 
still elevated. That day the patient died. 


DISCUSSION 
BY DR. MAURICE FREMONT-SMITH 
NOTES ON THE TISTORY 


In these case histories we get only the positive 
findings. There is probably a good deal more 
in the history as taken in the hospital. And I 
think this is a very good example of the diffi- 
culty one meets when one has a history contain- 
ing only positive findings. In fact in taking 
histories we too much forget why we are ask- 
ing the various questions. It is very impor- 
tant to ask the questions for some reason and 
to know what we are going to get from the ques- 
tions when answered. 

For example, here is an adult of forty-two. 
Does the fact that he had measles, mumps and 
searlet fever have any bearing on his present 
condition? Of course in a hospital one has 


to ask many questions as routine, because some 
day an investigator will come along and want 
to know all the possible facts in a given case. But 
far too many questions are asked to no purpose, 
As we look at this case, measles can hardly give 
us anything of significance at the age of forty- 
two. Osler says that some cases of nephritis 
can be traced to cases of measles, but when we 
realize the prevalence of measles it seems rather 
doubtful. Of course if he were a child of 
ten and had had measles a year before we should 
have to think, of the possibility of tuberculosis, 
of an ear, of a brain abscess from an ear. But 
here we are forty-odd years later. So far as 
mumps was concerned it might help us sup- 
posing we should find one testicle atrophied. 
Without a history of mumps we might think of 
syphilis; with a history of mumps we might ex- 
plain it on that basis. Searlet fever of course 
is the starting-point for an acute nephritis, 
which might develop into a chronic glomerulo- 
nephritis. Typhoid might help us a little in a 
diagnosis of gall-stones. I do not know of any 
other very late symptoms subsequent to typhoid 
fever. The man might be a typhoid carrier. 

At twenty-two he had pneumonia, which we 
know leaves no late residue unless it be a like- 
lihood of more pneumonia; and rheumatic fever 
of eight weeks’ duration. 

The history of chancre is very definite. 

The fact that he drank all the gin he could 
get, which was a good deal, would lead us to 
think that his liver was probably but. not surely 
involved. The association of aleohol and 
cirrhosis is very close, although we do get cases 
of cirrhosis in which there has been no history 


of aleohol, and we do get marked alcoholic his- 


tories with no cirrhosis. Some other factor, 
or a predisposition, must be involved. 


His nausea and vomiting are suggestive of 


either a chronic gastric eatarrh, which does oe- 
eur in an aleoholic and so far as I know in no 
other condition, or of the early symptoms of 
cirrhosis of the liver. 

The dyspnea is something new, probably the 
onset of cardiac failure, as is the swelling of his 
legs and face. If the swelling of the face had 
come on first of course we should have thought 
of the kidneys as more likely to be responsible 
than the heart. 

We should like to know about jaundice. 

The heart is evidently slightly enlarged to 
pereussion. Here again we should like to know 
what sort of irregularity was shown by the 
heart. A few extrasystoles might mean noth- 
ing or with the presence of an enlarged heart 
perhaps a temporary eardiae strain. Was he 
fibrillating ? 

Miss Painter: There is nothing to indicate. 
This was an old record. 

Dr. Fremont-Smitit: Double eardiae second 
sounds are usually not significant. A double 
first sound however can be significant and may 
accompany bundle branch block. That is some- 
thing that we could only check up by electro- 
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cardiogram. The diastolic murmur means} We have besides two further possibilities for 


sortie regurgitation. We should like to know 
his blood pressure and what was found along the 
left sternal border. One can have aortic regur- 
gitation with no change in the pulse tracing 
whatsoever, and with a diastolic pressure that 
is normal. Of course this is only early in the 
condition, but one ean have it. 

The brawny induration would suggest that 
he had had edema for a longer time than our 
history of six weeks would denote. 

In the light of his history we should consid- 
er the inequality of the pupils as possible evi- 
dence of syphilis of the central nervous system. 
at least until we have done a lumbar puncture 
and exeluded it. Inequality of the pupils must 
be looked on always as needing an explanation. 
Of course without any history of syphilis, with 
out any of the signs or symptoms that would 
go with disease of the central nervous system. 
one might delay doing a lumbar puncture 
Tuberculosis of the apex will cause cervical 
sympathetic stimulation and paralysis with first 
dilatation and later on contraction of the pupil. 
That is, the pupil will be early a little larger than 
the pupil on the other side and later a little 
smaller. Anything pressing on the cervical 
sympathetic, an aneurism or an enlarged thy- 
roid, may eause an inequality of the pupils. 
Sometimes one ean find no explanation. 

Of course if this be central nervous system 
lues is it paresis or tabes? The fact that his 
knee-jerks were normal would suggest paresis, 
but the pupils should be stiff. A blood Wasser. 
mann would be positive in some ninety-five per 
cent. in paresis. It might be negative in tabes, 
in which ease the only positive findings would 
be in the spinal fluid. We did not find out 
about the Achilles. Oftentimes the knee-jerks 
are indeterminate. If one gets Achilles jerks 
normal less of knee-jerks is far less suggestive. 
With this history and these findings nowadays 
we should investigate the spinal fluid. 

The specifie gravity of the urine is at a high 
level with little change, which would go with 
cardiac decompensation and is against chronic 
nephritis. The rest of the examination also 
mizht go with cardiac decompensation. The 
oi! globules, I suppose, might be red corpuscles. 
One does get fat particles in subacute nephritis, 
usually aecompanied by leucocytes, those two 
fin ngs making the diagnosis. I do not know 
how to explain ‘‘oil globules’’ otherwise. 


DIFFERENTIAL DIAGNOSIS 


“he possibilities to be considered are (1) 
sy; hilis, (2) cirrhosis of the liver, and (3) car- 
di:: decompensation, and I think we might 
br'nz all these three together. He has a defi- 


nite history of syphilis. We have no reason to 
be ove that a cirrhosis if present may not be a 
Sy): llitie cirrhosis, and we know that in cirrho- 
“ of the liver as a late event there is cardiac 
4) ure. 


his cardiac failure: the rheumatic fever of eight 
weeks’ duration which cannot be disregarded, 
and also his syphilis. Of course one has to re- 
member that one attack of rheumatic fever very 
frequently does not affect the heart, that when 
it does affect the heart the mitral is much more 
apt to be affected than the aortic. and here the 
outstanding factor was an aortic regurgitation. 
This would make me feel that syphilis was a 
more likely explanation of his cardiae situation. 
The symptoms of early morning nausea, vomit- 
ing, ascites, go with either cirrhosis or chronic 
passive congestion. We have nothing very defi- 
nite with regard to his liver, and of course the 
liver may have been enlarged and later may 
have shrunk, or it may never have been very 
large. The fact that the spleen was not felt 
has no particular significance in the presence of 
the ascites. Usually in cirrhosis the spleen is 
palpable. On the other hand we may find that 
this whole situation is cardiac decompenstion 
with an enlarged liver, ascites, and general an. 
asarca. It is very hard to tell without seeing the 
patient or having more description as to his ir- 
regularity whether or not his cardiac condition 
would explain the amount of edema and ascites 
found. It seems to me that the heart is not 
sufficiently enlarged, that the pulses are too 
good, that they are not sufficiently rapid. to 
explain his whole picture on a cardiac basis en- 
tirely. I think we shall have to make a diagno- 
sis of cirrhosis of the liver, alcoholic or syphi- 
litie, probably syphilis of the aortic valve and 
aorta, general anasarca, cirrhotic, as to the low- 
er part of the body and elsewhere accompany- 
ing cardiac failure, a terminal pneumonia, pos- 
sibly some evidence of subacute peritonitis as 
we often find in cases of cirrhosis, and possibly 
some evidence of tuberculosis, which is very fre- 
quent in cirrhosis of the liver. I think his kid- 
neys will show evidence of passive congestion 
and little else. 

A Puysictan: The rapidity of the rate 
makes one think the irregularity might per- 
haps be fibrillation rather than extrasystoles. 

Dr. Fremont-SmiTH: Yes. 

A Prystcian: I should think that would im- 
ply a diagnosis of rheumatic heart perhaps. 

Dr. Fremont-SmitH: Still, fibrillation in a 
rheumatic heart without any evidence of mitral 
disease would be rather unusual. | 

A Prysictan: He might have had mitral 
stenosis. 

Dr. Capot: There is one other little point. 
Of course this is a very old record, but even 
then they could feel a Corrigan pulse. They 
didn’t feel it. Syphilitice aortitis almost al- 
ways produces that type of stenosis in which 
we do get a Corrigan, whereas the other affec- 
tions of the aortic valve give that type in which 
we do not get it. My argument hangs a great 
deal on one little point. But it is such an ob- 
vious point that I think the fact that they did 
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not record it even twenty-two years ago Means a 
good deal. 


CLINICAL DIAGNOSIS 


Aortic regurgitation. 
_ Broken compensation. 
Pneumonia. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSIS 


Cirrhosis of the liver, alcoholic or syphilitic. 

Probably syphilis of the aortic valve and 
aorta. 

Cardiae failure. 

Anasare¢a. 

Terminal pneumonia. 

Possibly tubereulosis of the lungs. 

Chronic passive congestion of the kidneys. 


ANATOMICAL DIAGNOSIS 


Chronic endocarditis of the aortic valve. 
Hypertrophy and dilatation of the heart. 
Chronic passive congestion of the lungs, 
liver, spleen, kidneys, stomach and in- 
testines. 

Hydrothorax, double. 

Ascites. 

Anasarea. 

-Chronie perihepatitis. 
Chronic perisplenitis. 
Anomaly of the right kidney. 


Dr. Ricoarpson: We were not permitted to 
examine the head. The muscles were pale and 
wet. A moderate amount of ascites was pres- 
ent. The gastro-intestinal tract was negative 
exaept for passive congestion. 

There was marked chronic perisplenitis and 
perihepatitis, but no cirrhosis of the liver. 
There was well marked chronic passive conges- 
tion. 

The aorta was smooth. : 

There was considerable thin brownish fluid in 
the pleural cavities, and a few old adhesions 
about the right lung. The lungs were rather 
voluminous, rather solid and spongy to leath- 
ery, showing a well marked salmon color, and 
in the ease of the right one the lower half of the 
upper lobe was so much firmer than usual an 
grayish that I thought it was pneumonia. It 
was simply chronic passive congestion. 

There was a slight excess of fluid in the per- 
icardium. The heart was considerably en- 
larged and there was considerable dilatation of 
all the cavities. The mitral valve was negative. 
The aortic cusps however generally showed 
some fibrous thickening and deformity and on 
one of them there was a rather large thick 
patch, fibrous to fibrocaleareous, more or less 
degenerated, and at one point a small ulcera- 
tion,—a chronic endocarditis of the aortic valve 
with ulceration. 
_ The liver showed marked chronic perihepati- 
tis and the spleen marked chronic perisplenitis, 


otherwise they showed chronic passive conges- 
tion. 

Here again we find variation in the weight of 
the kidneys. In some instances, here at least, 
there is considerable variation in the weight of 
the kidneys. One can be very much smaller 
than the other and have nothing else the matter 
with it. The individual was born with one 
kidney small, the other larger. It was so in 
this case. The right kidney was the smaller 
one. In addition there was some arteriosclerotic 
degeneration, a few foci of atrophy, but other 
than for this and the passive congestion the kid- 
neys were negative. No organism was recov- 
ered from the heart culture. 

Dr. FREMoNT-SmitH: Did you find any sign 
that he had ever had syphilis? 

Dr. RicHarpson: No. 


CASE 11153 
SuRGICAL DEPARTMENT 


An American housewife of sixty-nine entered | 


December 4 complaining of increasing constipa- 
tion, gas in the lower bowel and pain in the ree- 
tum. Her father and one brother suffered with 
rheumatism. She had the various diseases of 
childhood, but had always been healthy and had 
never been seriously ill before the present ill- 
ness. She had had five children, two of whom 
were living. All the deliveries had been diffi- 
eult. She had had frequent attacks of tonsil- 
litis and sore throat. She had suffered much 
from eye strain and had had increasing deaf- 
ness for many years. For the past few years 
she had had constant slight hoarseness and a 
dry feeling in the throat. She had always had 
some constipation. She sometimes urinated 


| once at night. 


Two years before admission she noticed in- 
creasing constipation and the passing of gas 
accompanied by a small amount of bright red 
blood. About the same time she began to lose 
all desire for food. The mere sight of food in- 
duced nausea and sometimes vomiting. She 
could take nothing but malted milk. She be- 
gan to have some trouble with distension in the 
lower abdomen. A year and a half before admis- 
sion she began to have short periods of diarrhea 
alternating with periods of constipation, and also 
attacks of severe sharp burning pain about the 
anus and in the rectum, aggravated or caused 
by bowel movements. This increased until she 
now had some pain in the rectum nearly all the 
time. She had to strain a long time before her 
bowels would move. At times she had a sen- 
sation as if there were a mass obstructing the 
passage of feces. She had never had severe 
hemorrhage, only a little bright red blood. She 
had lost considerable weight and strength, chief- 
ly in the past six or eight months. 

Examination showed a woman with many 
signs of loss of weight. The heart was slightly 
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enlarged. The measurements are not recorded. 
There was a systolic murmur the location of 
which is not given. The blood pressure was 
170/80. The lungs were clear. 
was distended, soft and not tender. An indefi- 
nite mass was felt in the right flank. Rectal 
examination showed a cauliflower growth a fin- 
ger-length from the anus on the anterior wall 
of the rectum. In the mass there was a crater 
about the size of the end of the finger. The 
growth felt hard and friable. There was how- 
ever no evidence of bleeding at the end of exam- 
ination, 

Before operation the temperature was 98° to 
99.4°, the pulse 75 to 100, the respiration nor- 
mal. The urine was cloudy, the specifie grav- 
ity 1.010. There was no albumin or sugar. The 
blood is not recorded. 

December 6 operation was done. The patient 
made a good recovery from anesthesia and was 
comfortable next day, with no distension or 
vomiting. There was a very small output of 
urine. Fluids were forced. 

The night of December 7 she went into semi- 
coma, with labored respirations. A medical 
consultant found coarse and fine moist rales at 
both bases and recommended digifolin. The 
non-protein nitrogen was 34 mgm. December 
9 she developed definite signs of pneumonia. 
That day she died. 


DISCUSSION 
BY DR. EDWARD L, YOUNG, JR. 


There is almost a diagnosis in the first sen- 
tence. 

At the appearance of blood she probably said 
‘Bother those piles,’’ because that is the general 
response of the patient and too often the answer 
of the doctor. 

This is, I think, a good example of the reflex 
of distress, following out what we have said, 
that trouble anywhere in the gastro-intestinal 
tract may present symptoms of trouble some- 
where else in the digestive canal. 

In this day and generation I think it is inter- 
_ esting the amount of punishment that a per- 
son will receive before reporting for examina- 
tion. 

Rectal examination makes the diagnosis, and 
knowing the length of time of the story the mass 
in the right flank is easily explained on the basis 
of an impacted cecum. She has not been able 
properly to empty her bowels for months. The 
diagnosis cannot be dodged. 

The question of treatment is a question of 
whether that can be removed or not. I have 
been impressed here with the number of times 
Dr. Richardson has found that the bowel above 
a colostomy has been so grossly packed with old 
fecal material that it seemed as though it must 
have a good deal to do with death, and two or 
three cases in which there was actually perfora- 
‘fon that could be-ascribed to nothing else than 


The abdomen 


actual pressure. So that it makes one lean to- 
ward a two-stage operation, in order to get the 
bowel cleaned out and to improve the person’s 
general condition even if nothing but a 
colostomy is done. 

Of course what was done would depend some- 
what on how far they found they were able to 
take it out and how far metastases had extended. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the rectum. 
PRE-OPERATIVE DIAGNOSIS 
Carcinoma of rectum. 


OPERATION 


Ether. Left rectus muscle-retracting incision 
about six inches long. A mass was found with 
its upper border just above the peritoneal floor. 
It was freely movable and not firmly attached, 
as it seemed to be from the examination below. 
There were no masses in the liver and only a 
very few enlarged lymph nodes. In spite of 
the patient’s age it was determined to do a com- 
bined two-stage operation, as the growth was 
high and a rapid and easy operation could be 
done above. The mesentery was cut at about the 
recto-sigmoid junction and carefully dissected 
free on each side of the bowel. It was then cut 
free from along the edge of the bowel, carrying 
dissection into the cul-de-sac on both sides. The 
rectum from behind was then dissected free by 
sponge dissection. During this procedure a 
vessel of some size was torn with considerable 
bleeding. A sponge was placed behind the rec- 
tum to control this. The peritoneal edges were 
then united forming a diaphragm across the 
brim of the pelvis. The mesentery at the low- 
er end of the sigmoid was dissected free and 
the vessels clamped and tied. The bowel was 
then brought up and the usual colostomy was 
done. At the completion of this operation the 
patient was not in very good condition, so the 
second stage was not done. The wound was 
closed in the usual manner. 


FurRTHER Discussion 


From the point of view of technique the oper- 
ation done in one stage I think is preferable 
where we can get away with it. How far the 
drainage of the bowel above is of benefit to the 
patient is still I think problematical, though the 
consideration mentioned above is important. 

Of course fluids were forced before operation 
also to get as much fluid reserve as possible. 

In a great many of these cases Dr. Richard- 
son points out the presence of hemorrhage or 
spreading infection or both. So that whether 
or not there will be any other cause of death 
than pneumonia plus the loss of considerable 
blood and the shock of a severe operation w 
cannot say on the evidence here. 
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CLINICAL DIAGNOSIS (FROM IIOSPITAL RECORD) 


Carcinoma of the rectum. 
Bronchopneumonia. 
Operation for carcinoma of the rectum. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Carcinoma of the rectum. 
Pneumonia. 


ANATOMICAL DIAGNOSIS 


Carcinoma of the rectum with partial obstruc- 
tion. 

Colostomy. 

Focal pneumonia. 

Slight arteriosclerosis. 

Slight hypertrophy and dilatation of the 
heart. 

Soft spleen. 

Slight chronic pleuritis. 


Dr. RicHarDsON: This case showed the op- 
eration wound mentioned with the central por- 
tion of the sigmoid sutured to the walls of the 
operation wound. ‘The rectum presented a 
perfectly frank carcinoma extending around 
the wall and considerably obstructing the intes- 
tine. No metastases were found anywhere. In 
the lungs were scattered areas of focal pneu- 
monia. There was a slight amount of arterio- 
selerosis and slight hypertrophy and dilatation 
of the heart. The spleen was soft. 

Dr. Youne: Was there any evidence of in- 
fection below? 

Dr. Ricnarpson: No. 
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AMERICAN JOURNAL OF PATHOLOGY, JANUARY, 1925 


In a series of four papers GooppastuRE, E. W., gives 
further results from his work on herpetic lesions in 
rabb'ts. He regards the intranuclear inclusion as 
characteristic of the disease and as _ indicating 
relationship with other members of the group of fil- 
terable viruses. The virus of herpes simplex in experi- 
mentally infected animals travels along the axis- 
cylinders of the peripheral nerves, either motor, 
sensory or sympathetic, from the peripheral site of 
inoculation to the brain. Apparently the myelin 
sheaths prevent invasion of surrounding tissue as 
the virus propagates itself toward the central ner- 
cous system. In addition to the experimental ani- 
mals Gootpasture presents a case of polio-eucephalo- 
myelitis in a boy in which medullary lesions were 


found directly related to the central distribution of 
the ninth and tenth cranial nerves. 

MEEKER, L. H., reports a case of Riedel’s struma 
and summarizes 24 other reported cases. The pres- 
ence of nests of large polyhedral epithelial cells jg 
interpreted as remnants of the post-branchial body, 
She believes the presence of these remnants indicate 
thyroids of low vitality and therefore peculiarly sus- 
ceptible to such inflammatory agents as may extend 
into the gland from the pharynx or trachea along 
the post-branchial system. 

A case of heterotopia of the bone marrow without 
apparent cause is reported by SALEEBY, E. R. Two 
encapsulated masses 2.5 c.m. in diameter were found 
in the thorax at the level of the fifth rib, one on each 
side of the vertebra] column. These proved to be 
slightly hyperplastic normal bone marrow. Saleeby 
believes them to be of autochthonous origin from 
heterotopic bone marrow cells or multipotent con- 
nective tissue cells. 

By special staining methods PENFIELD, WILDER, has 
demonstrated phagocytic activity on the part of 
microglia cells surrounding a glioma of the brain. 
Their functions are two-fold in relation to a cerebral 
glioma: (1) Phagocyting the cell-processes of degen- 
erating neuroglia cells in the glioma; (2) phagocy- 
tosis of the products of cerebral destruction in the 
tissue surrounding the tumor. Numerous excellent 
figures are given this little known group of cells, 
and the recent work of the Spanish school in this 
field is summarized. 

Lewis, M. R., describes the formation of macro- 
phages and epithelioid cells from leucocytes in incu- 
bated avian and human blood, and gives numerous 
illustrations. 

Scuvuttz, E. W., Nicnores, J. K., and ScHaAkrrer, 
J. H., give an improved method for the quantitative 
determination of fibrin in blood, based on that of 
Foster and Whipple. By this method the amount of 
fibrin in dogs on a diet of table scraps was found 
to be 255 mgm. per 100 c.c. of blood. Liver injury 
induced by chloroform and carbon tetrachloride is 
followed by a decrease in the fibrinogen content of 
the blood proportional to the injury. 

Mat.ory, F. B., presents further evidence tending 
to indicate copper as the causal agent in hemochro- 
matosis. Nineteen human cases have been studied, 
and a definite past history of contact with copper 
or of alcoholism was obtained in most cases, 

Analyses of a number of samples of “hooch” 
showed an appreciable amount of copper in several— 
in one sample as high as 185 mgm. to the liter. This 
copper was evidently derived from the action of 
volatile acids in the distillate on the copper coils of 
the worm. Many of the acids in foods—such as 
malic, citric, tartaric, lactic and oleic—attack copper 
readily. 

Fine copper powder is rapidly dissolved by the 
body fluids when injected into rabbits, and the ani- - 
mals show both marked local reaction and pigment 
deposit in the liver, kidney, bone marrow and some 
other organs. 

Hemofuscin, one of the two pigments characteris- 
tic of hemochromatosis, is an intermediate product 
between hemoglobin and hemosiderin. It does not 
contain copper. Eleven per cent. of 463 adults com- 
ing to autopsy at the Boston City Hospital showed 
the presence of hemofuscin and eee 


ACUTE ENCEPHALITIS 


Brown, CHARLES L., and SymMeErRS, Doueias (Amer- 
ican Journal of Diseases of Children, February, 1925). 

These authors report 10 cases of an acute form of 
encephalitis in infants and young children which is 
considered to have a different pathology than has 
previously been described. The condition has a sud- 
den onset, marked hyperpyrexia with signs referable 
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-9 disorders of the central nervous system similar 
‘o other forms of acute encephalitis. Some of the 
-ases have convulsions with localizing signs, others 
uncomplicated general convulsions. Anatomically 
the condition is characterized by extreme engorge- 
ment of the pia, arachnoid, which microscopically 
-hows hyperemia and oedema and engorgement of 
the vessels of the brain, perivascular and pericellular 
oedema with inconstant evacuation of the ground 
substance and swelling of the pyramidal cells. The 
authors have never encountered cellular infiltration 
characteristic of poliomyelitis or epidemic encepha- 
litis. 


THE PREVENTION AND TREATMENT OF POSTOPERATIVE 
PULMONARY EMBOLISM 


Linpsay, E. C. (The Lancet, February 14, 1925), 
after careful study, -finds from a consideration of 
statistics that there is no evidence to justify the 
growing belief that postoperative pulmonary embo- 
lism has relatively increased. He finds that age is 
a most important factor in its production, the aver- 
age age in his series being 52 years. He finds that 
the primary thrombus formation occurs in the veins 
in which there is marked stasis—namely, the pelvic 
and femoral veins; and that sepsis is probably only 
a contributory cause, acting by lowering the vitality 
of the patient, and therefore promoting stasis. Why 
thrombosis should occur in conditions of stasis in 
the aged and not in the young he feels to be a prob- 
lem for the physiologist rather than for the surgeon. 

[R. C.] 


POSTOPERATIVE MASSIVE COLLAPSE OF THE LUNG 


Scorr, W. J. M. (Archives of Surgery, January, 
1925). 

This author presents a very thorough article of 
43 pages, reporting in all 40 cases.. The article con- 
tains some beautiful X-ray half-tone plates illustrat- 
ing the condition. The following conclusions are 
drawn: 

1. Postoperative massive atelectasis presents a 
striking clinical syndrome and is relatively frequent. 

2. It is differentiated from all other acute condi- 
tions by displacement of the heart and mediastinum 
toward the side that shows evidence of pulmonary 
consolidation. 

3. Asymmetry of the chest, unilateral imitation 
of respiration, and cyanosis are early and striking 
signs. 

4. Latent cases occur which are nearly symptom- 
less, and others are so severe that they resemble 
pulmonary embolism. 

5. The prognosis is excellent. Massive atelectasis 
may be complicated by bronchopneumonia, and in 
this group the fatalities occur. 

The mechanism of massive atelectasis appears 
to be a reflex blocking of the finer air passages in 
the a lung tissue, quite possibly of vasomotor 
origin. 

7. Collapse of lung tissue after operation seems 
to be a significant element in other pulmonary com- 
plications. Infarction in an atelectatic area is sug- 
gested as the usual mechanism of postoperative 
bronchopneumonia. 

[E. H. R.] 


POSTOPERATIVE LEUCOCYTOSIS 


WITTER, MARGARET S. (Surgery, Gynecology and 
Obstetrics, January, 1925). 

This article is a study of 30 cases from the wards 
of the Woman’s Hospital in the State of New York. 
The author draws the following conclusions: 

1. There is a leucocytosis following operation 
which reaches its height by the fourth hour after 
operation, and returns to normal by the fifth day. 


2. We are led to believe that the height of the 
peak varies directly with the duration of operation 
and extent of associated trauma produced, other 
factors being negligible. 

The leucocytosis seems to be mainly a poly- 
nucleosis, the average of which compares grossly 
with the average total leucocyte count. 

4. The temperature does not rise synchronously 
with the leucocytes but reaches its height several 
hours later. The average curve then remains grossly 
parallel with the leucocyte curve, but inasmuch as 
the temperature and leucocyte curves are not parallel 
in individual cases, one cannot assume that a certain 
temperature is constantly associated with a certain 
leucocytosis. 

5. A further study of a larger series is necessary 
to correlate the various factors involved in this leu- 
cocytosis. 

[E. H. R.] 


VIRILISM AND SUPRARENAL TUMOR—RECOVERY AFTER 
REMOVAL 


GorDON (Quarterly Journal of Medicine, 
January, 1925), reports one of those remarkable 
cases in which a tumor of the adrenal in a woman 
is associated with change of the secondary sex char- 
acters to the male type, and atrophy of the sexual 
organs. The patient was healthy up to the age of 
17 years, when menstruation suddenly ceased and 
did not return. At 19 years hair began to appear 
on the upper lip and chin, and two years later 
on the limbs and trunk. There was also loss of in- 
terest in the opposite sex. When seen at the age of 
24 there was an excessive growth of hair on the face 
and legs, and the pubic hair was of the masculine 
type. The clitoris was greatly enlarged, the uterus 
and breasts atrophied, the general appearance mas- 
culine. There was no adiposity. Two years later 
a tumor appeared in the right upper quadrant, which 
on removal proved to be a hypernephroma, the cells 
approximating closely in type to those of the normal 
cortex. After operation the abnormal hairiness dis- 
appeared, the breasts enlarged, menstruation returned 
and with it the normal interest in the male sex. 

The return to normal after removal of the tumor 
is strong proof of the relation of the secretion of the 
suprarenal cortex to the sex characters and func- 
tions. Similar cases in female infants have been 
associated with premature sexual maturity, hairiness, 
drowsiness and adiposity, and a few instances have 
occurred in young boys. It should be noted that 
precocious sexual development may also occur in 
connection with tumors of the ovary or testis, while 
lesions of the posterior part of the pituitary gland 
may cause regressive changes in the sex organs, 
adiposity and drowsiness. 

[W. T.] 


THE EarRLyY DIAGNOSIS AND TREATMENT OF PYLORIC 
STENOSIS IN INFANTS 


Asupy, H. T., and SoutHaM, A. H. (British Medical 
Journal, February 28, 1925), urge that once the con- 
dition of pyloric stenosis has been recognized surgi- 
cal aid should be sought at the earliest possible 
moment, for in operation lies the quickest and most 
certain chance of success. After surgical treatment 
the infant usually shows rapid improvement and 
within a few weeks is frequently able to be dis- 
charged as cured. Medical treatment, on the other 
hand, may require months of careful attention, and 
the ultimate result is often uncertain. If recovery 
takes place after operation it appears to be perma- 
nent; in fact, the majority of those who recovered 
after operation in infancy are in later life a good 
deal above the normal weight for age. te. 02 
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AN OPPORTUNITY FOR PHYSICIANS TO 
CO-OPERATE 


ONE outstanding weakness in the medica! 
profession seems to be found in the lack of sol- 
idarity even in important matters. The ma- 
jority of physicians often seem to have little in- 
terest in the problems of pioneers until theories 
are demonstrated as facts and made practical. 

In matters relating to medical education or 
public health, for example, only a minority ex- 
press definite interest and in dealing with ques- 
tions involving the threatened invasion of the 
field of practice, only subdued lamentations or 
feeble protests are heard. 

Although great progress has been made in 
preventive medicine, an appreciable amount of 
the advance has been due to the interest and en- 
thusiasm of the laity as shown in the antituber- 
culosis campaign. It is true that far-sighted 
leaders in medicine blazed the trail in this great 
movement but it is probable that the message 
could never have reached the great mass of the 
people if its presentation had been left wholly 
to doctors. 

When it becomes necessary to raise large sums 
of money for a meritorious project dependence 
is usually placed on the disposition of wealthy 
persons to meet the specific need. Many per- 
sons feel that it is easier to get a large contri- 


bution from one source than it is to raise the 
required sum by many small gifts, but while it 
is most commendable for those possessed of 
large means to create foundations and endow- 
ments to be applied to the study of the needs of 
the people in general and the prevention or re- 
lief of suffering, greater benefits would accrue if 
ithe greater gifts could be the nucleus about 


which a larger structure could be erected by 


means of general contribution. 

The value of education is to a large degree 
dependent on its general acquisition, and inter- 
est in a particular scheme grows more rapidly 
among those who give material support. 

Much has been accomplished in the study of 
eaneer. The terminal pathology is well under- 
stood. The etiology and prevention are mat- 
ters of dispute. The treatment is feebly effec- 
tive except in the very early stages. This 
disease is a horrible scourge. Self-preserva- 
tion and humanity call for the greatest possi- 
ble effort to acquire further knowledge relating 
to the mysteries of this great menace to human 
life. 

The opportunity exists for the doctors to aid 
in the campaign against cancer by uniting with 
the committee now engaged in soliciting con- 
tributions to a fund of $90,000 to aid in the 
work of the Collis P. Huntington Memorial Hos- 
pital. 

The committee sending out the appeal is com- 
posed of the following named gentlemen: Wil- 
liam P. Homans, Charles G. Bancroft, Robert J. 
Koshland, Robert Winsor, Jr., Orrin G. Wood 
and Charles Jackson of 19 Congress Street, who 
is treasurer for the fund. 

It is not. necessary to elaborate the appeal for 
assistance before doctors. Every practitioner 
knows that cancer is taking rank as one of the 
creat killers of the race. It exceeds other 
diseases in causing mental and physical suffer- 
ing. It is peculiarly depressing and burden- 
some to the friends of the afflicted. Money in 
large amounts is needed for the prosecution of 
study of the disease and the application of 
therapeutic measures. Every physician could 
secure contributions and even if the individual 
contribution is small the interest developed 
would add to the momentum of the campaign 
which is not local or transitory. 

The present appeal is to meet the pressing 
need of today. Every year will furnish op- 
portunity for continued effort until the con- 
quest of the disease is brought about. As we 
demonstrate a disposition to labor and give for 
the people our influence will grow. 

If it could be reported that doctors secured 
one quarter or a half of this required amount it 
would be a monument to the profession. 


BIRTH CONTROL 


At the recent sixth international Neo-Mal- 
thusian and birth control conference held re- 
cently in New York, a resolution was passed, 
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according to press reports, recommending that 
birth control be given a place in the programs 
of the American Medical Association and the 
state societies. The meeting at which this 
resolution was passed was one of one thousand 
physicians from which all laymen were barred, 
even Mrs: Margaret Sanger, president of the 
American Birth Control League. Following 
the meeting Mrs. Sanger sent a telegram to 
President Coolidge, urging him to take steps to- 
ward the formation of a federal birth rate com- 
mission. 

Contraception has been argued variously 
from physiological, economic, political and 
moral standpoints. The moral objection, wheth- 
er real or hypothetical, seems to rank foremost 
with many of its opponents. As a whole our 
profession seems to be more interested in the 
physiological aspects of the problem; the possi- 
ble individual harm that may follow the prac- 
tice; more particularly, perhaps, the efficacy of 
many of the methods that are in vogue or are 
advocated. Legally the physician cannot ad- 
vise on this subject. Legally contraceptive de- 
vices eannot be sold. Actually both are done 
and done frequently. The average physician 
does not resent a law preventing him from ped- 
dling or prescribing narcotic drugs wholesale 
and promiscuously. He would strenuously ob- 
ject to a law which forbade him from adminis- 
tering or prescribing narcotics to the case 
which, in his judgment, required such treat- 
ment. 

Contraception probably has no undesirable 
physieal effect on the individuals practicing it. 
Normal laws, when we regard them dispas- 
sionately, we find to be codes of ethics construct- 
ed by man for purposes of social convenience. 
Whether or not contraception transgresses such 
a law lies largely in the mind of the individual 
and it is not our purpose to discuss it. 

Contraception has been practiced for years 
by those elasses of society best able to produce 
children who would in all probability make de- 
sirable citizens. It is probably the purpose of 
the Neo-Malthusians to assist or require other 
classes of society whose stock is considered more 
plentiful and less desirable to achieve the same 
results. The vision of Malthus is present in 
their minds—the vision of the time when the 
earth shall be populated beyond its capacity to 
support its population. They prefer the pre- 
meditated preventive check, rather than the in- 
exorable check of destruction that nature will 
then apply. 

Unfortunately a qualitative as well as a quan- 
titative balance is necessary. If the less de- 
sirable classes are to have fewer children the 
more desirable classes should have more. Can 
such a goal be achieved by legislation? Should 
one more bureau be added to the most bureau- 
cratie civilized government on earth? Perhaps, 
with enough governmental bureaus and commis- 


sions to support, the American people will be 


forced through sheer economic necessity to stop 
raising families. 


HOSPITAL SPRINKLERS 


At the time of the present writing none of 
the more than fifty hospitals ordered by Mayor 
Curley to install automatic sprinkling systems 
following the Scobey Hospital disaster have 
complied with his order. The time limit has 
been extended to April 6 after which date, it is 
reported, licenses will not be renewed unless a 
bona fide effort at installation of the sprinkler 
has been made. 

After such a disaster as occurred at the 


Scobey Hospital it is unbelievable that any 


other institution should hesitate to take the 
steps necessary to prevent a duplication of it. 


MISCELLANY 


NEW ENGLAND HEALTH INSTITUTE— 
ADVANCE PROGRAM 


THe schedule of course for the New England 
Health Institute to be held in Portland, Maine, 
May 4-9 has just been announced. As usual 
the days are full of interesting discussions. 
Seemingly every phase of health work is to be 
considered as shown by the enclosed program. 

From five to nine lectures have been set aside 
for each, so one who attends can make a real 
study of special subjects or obtain general in- 
formation by attending one or two each. 

The Institute is an opportunity not to be 
missed. The leaders are people of wide repu- 
tation in their respective fields. Rubbing el- 
bows with other New England health workers 
is bound to result in fresh inspiration and a new 
zeal to attack one’s own problems at home. 


THE DANGERS OF DRINK 


THE Buffalo Department of Health has made 
a study of deaths occasioned by alcohol. Dur- 
ing the years 1919-1924 inclusive, there were 
191 deaths in Buffalo directly caused by moon- 
shine poisoning, the lesser number in 1920, the 
greatest number in 1924, last year. 

These 191 deaths are not all. They do not 
include those due to homicide, murder or sui- 
cide, that are incited by the effects of moonshine 
and which are recorded by the Medical Exam- 
iner; nor do they include the number of fatal- 
ities from accidents likewise occasioned by the 
effects from moonshine; nor do they include the 
deaths from disease in which moonshine had a 
caustive relation but not mentioned on certifi- 
cates. 

Were all the deaths consequent upon the in- 
fluence of moonshine known, the total would be 
vastly greater and very heavy. In the United 
States in 1922 there were 2,424 deaths directly 
due to alcohol—Buffalo Samitary Bulletin. 
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REGISTRATION REVOKED 


At a meeting of the Board of Registration in 
Medicine held March 27th, the registration of 
Dr. George H. Davis, 26 Dartmouth St., Spring- 
field, was revoked as having acted as an assis- 
tant in carrying on the business of an unregis- 
tered person. 


AMERICAN SOCIETY FOR THE CONTROL 
OF CANCER 


At the annual meeting of the American So- 
ciety for the Control of Cancer, held March 7, 
the following officers were elected: 

President: Dr. Howard Canning Taylor. 

Vice-President: Dr. Francis Carter Wood. 

Secretary: Mr. Thomas M. Debevoise. 

Treasurer: Mr. Calvert Brewer. 

Dr. Edward Reynolds was reélected Chair- 
man of the Advisory Council. The four Vice- 
Chairmen of the Advisory Council elected are: 
Drs. Clement Cleveland, James Ewing, Walter 
W. Chipman and Rudolph Matas. 

The following persons were added to the Ad- 
visory Council: Drs. John Bentley Squier, 
James B. Murphy, Burton T. Simpson, William 
E. Deeks, Raymond P. Sullivan, Walter F. Will- 
eox, Gary N. Calkins and Edmund B. Wilson. 


$5000 GIFT FOR SCARLET FEVER CURE 


New Haven, Conn., March 29.—A $5000 gift 
to Yale University made by Mrs. Philip J. 
Goodhart and her son, Howard J. Goodhart, 
Yale 1905, of New York City, for the benefit of 
work in the Yale School of Medicine, will be 
used to further the experiments of Dr. Francis 
G. Blake, of the Department of Internal Medi- 
cine, in the investigation of scarlet fever anti- 
toxin, according to an announcement made by 
the university today. 

Dr. Blake has been experimenting for some 
time with a scarlatinal antitoxin prepared by 
Dr. A. R. Doche of New York City and, during 
the past year, he and his assistants have been 
studying the therapeutic value of the antitoxin. 
They are now taking up the problem of finding 
a satisfactory method for the standardization of 
the toxin in units. 


NEW YORK’S PSYCHIATRIC CENTER 


CONSTRUCTION is expected to begin this year 
of the State Psychiatric Hospital and Institute, 
which is to be erected in New York City in con- 
nection with the new medical center that is be- 
ing developed jointly by Columbia University 
and the Presbyterian Hospital. This new 
psychiatric building will serve as a research 
and teaching center as well as a hospital for the 
early treatment of mental disorders. The cost 
of construction, which will approximate 
$1,500,000, will be borne by the state. Bills have 
been enacted in this state establishing such an 
institute and hospital in 1904 and in 1920, but 


the project has been delayed because of the 
failure to obtain a site. Now that the site has 
been donated to the state, the hospital and in- 
stitute are assured. The present Psychiatrie 
Institute, now located on Ward’s Island, will be 
moved to the new quarters, and there will be 
from 150 to 200 beds for patients— Mental 
Hygiene Bulletin. 


NEW HAY FEVER SOURCE 


Wasuineton, March 27—English plantain, 
which, like the English sparrow, has become a 
pest in the United States, is now accused of 
making life miserable for many hay fever vic- 
tims. Dr. Harry S. Bernton, expert of the 
United States Public Health Service, who makes 
the charge, reports that this weed has hitherto 
received only passing attention as a hay fever 
cause. 

In one case which he describes, a patient had 
suffered from hay fever for thirteen years. He 
had been tested with pollen extracts from differ- 
ent grasses in the hope of gaining immunization, 
but none were effective. Dr. Bernton made 
cutaneous and intracutaneous tests with pollen 
from English plantain, and the itching, swell- 
ing and reddening of the skin showed that the 
irritating cause had been found. After treat- 
ment with the pollen extract, the patient was 
left 98 per cent free of the disease. 

English plantain has been recognized as a hay 
fever plant of the first rank in Washington and 
Oregon, says Dr. Bernton, but in most sections 
of the country its possible importance has been 
overlooked. In the region of the District of 
Columbia, 16 per cent. of a series of patients 
subject to the vernal type of hay fever were 
found to be sensitive to the plantain pollen. 

The Department of Agriculture says: ‘‘The 
English plantain, like the English sparrow, 
seems: to stick closely to the thickly populated 
sections. It is found abundantly along streets 
in the outskirts of cities, on vacant lots and 
dump heaps, producing pollen in great abun- 
danee from about May 10 to Aug. 1.’’—The 
Boston Transcript. 


TIARVARD MEDICAL 


SCHOOL 


On Monday, March 23rd, Dr. Richard C. 
Cabot addressed a gathering of students at Har- 
vard Medical School on the subject of Medica! 
Ethies. 

Speaking of the ethies of doing or not doing 
an abortion Dr. Cabot stated that a physicia™ 
can take no middle ground on this question. 
Having once performed a criminal abortion his 
reputation as an abortionist is made. 

With regard to fees, most of the difficulties 
arise through disregard of one principle, name- 
ly, that of telling the patient beforehand what 
the fee will be. If rules of etiquette and dignity 
do not approve of this they are quite wrong. 
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| is a principle of common sense that must be 
a liered to if one is to avoid unpleasant mis- 
viderstandings. It is perfectly ethical to 
charge different people different fees just as it 
'- .o assess the larger incomes at a higher income 
iax rate. 

{he splitting of fees is not countenanced in 
nedieal ethies, although it is practiced some- 
tines. A doctor may send his patients, not to 
the best surgeon, but to the one who has agreed 
to split his fee with him. This is deception of 
the patient, who believes he is being sent to the 
best surgeon. 

With regard to the attitude of a physician to- 
ward medical cults such as osteopathy, chiro- 
practies, ete., Dr. Cabot believes in a perfectly 
broad-minded view. If called upon to consult 
with any of these, one should not hesitate to 
do so. It only does harm to take the attitude 
that we know it all. 

‘‘Contract practice’’ is frowned upon by the 
ethical codes of most medical societies. The 
bad features of such practice are not to be 
classed with public health work of various 
kinds, such as that of industrial physicians. 
For example, ‘‘lodge practice,’’ which is often 
as low as any type, is not to be confounded with 
all other sorts of salaried medical work. The 
only safe thing is to condemn bad work, regard- 
less of financial agreements. There is no oth- 
er reason for objection to contract practice. ' 

Advertising is against the traditions of the 
medical profession. Such customs as ‘‘put- 
ting out one’s shingle,’’ or sending out cards, 
when one has resumed his practice after an ab- 
sence, are considered ethical. The words, 
‘‘Physician and Surgeon,’’ or ‘‘Specialist’’ of 
any kind should not be printed on the shingle. 

The most honorable and ethical method where- 
hy young physicians may work into a practice is 
by patients being sent to them by other doc- 
tors. The new physician can become known 
through some particular type of service that 
he is capable of rendering. One can attain 
this through writing. The limit to writing is 
only determined by the amount one has to say 
that is really worth publishing. Matter of 
doubtful value does not, as a rule, deceive 
o'her physicians. Work at a free dispensary is 
another way of getting practice. Those whom 
one serves at such a dispensary may refer their 
friends to the doctor who attended them. 

the doetor should reaiize that it is his duty 
to his patients to prevent their dependence 
upon him, 

Of course he must win people’s confidence 
ar) that on the basis of his good work. If he 
h» confidence in himself, some of it will leak 
©.» to his patient. He must be confident as 
to what he hears and feels and sees. Patients 
e: ily detect an element of doubt. A success- 
fi.’ physician must constantly work against the 
p sibility of this confidence of his patients 
d:enerating into dependence. People should 
n get the doctor habit. 


It is very bad for 


anyone to be thinking about his heart or his stom- 
ach all the time. It is not good for people to 
be so dependent on the physician. Dependence 
is, itself, a disease. Among the many forms of 
neurosis we often see traumatic neurosis, 
brought about by trauma, and medical neurosis, 
brought about by the doctor. 

The question of honesty is much more im- 
portant than any other single ethical problem. 
It takes art as well as good-will to tell the truth. 
Any man can attain truth in the sense of ve- 
racity, but none can attain-it in the sense of 
accuracy. We can only give as accurate an 
impression as lies within our powers. A doc- 
tor can avoid giving wrong impressions both to 
his patients and his colleagues. 

One of the prime duties of a doctor is to keep 
things to himself. He must keep his fears to 
himself. Reserve is just as much a duty as 
honesty though there are times when reserve 
constitutes a lie. Truth about diagnosis is not 
only ethical but pays. Patients know that the 
physician is not infallible. He does not lose 
their confidence by admitting that -he doesn’t 
know. It is never wise to say that a case is in- 
curable. The word is not scientific. It is 
much better to state that you have not known 
such a case to be cured. Nature has much up 
her sleeve that we don’t know of. 

Most people say it is necessary to deceive the 
insane at times. One prominent physician, a 
superintendent of a sanitarium for the insane, 
stated that half the trouble with the patients 
was due to lies told them in getting them to go 
to the institution. When a patient is deceived 
by those nearest and most trusted, it is not to 


-be expected that he will believe the doctor. 


Dr. Cabot has tried the experiment of telling 
the insane the truth and finds that it works 
much better than the practice of deceit with 
them. 

This address was given under the auspices of 
the Medical School Committee of the Phillips 
Brooks House Association. 


REPORT OF THE CLINICAL CONGRESS, 
NEW ENGLAND SECTION, AMERICAN 
COLLEGE OF SURGEONS 


New Haven, Connecticut, Marcu 26-27, 1925 


Tus, the fifth Congress of the New England 
seetion, was conducted in the customary man- 
ner. The program included (a) meetings of 
credentials committees, (b) operating clinics, 
(e) conferences'upon subjects relating to hos- 
pital standardization and administration, 
(d) a strictly scientific session, (e) a publie 
meeting, (f) a social event. The work of the 
Congress accomplished : 

1. Important decisions to the future person- 
nel of the College. 

2. Opportunity for the local surgeons to 
show, and visiting surgeons to see, and profit by, 
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the quality of the surgery in this important 
medical center. 

3. Presentation to the Fellows of the College 
and guests of a review of the progress in stand- 
ardization with elucidation by experts of the 
numerous problems which confront those who 
are interested in the conduct of first-class hos- 
pitals. 

4. Presentation to the public at large of the 
ideals and accomplishments of the College by 
well planned talks designed to teach the laity 
what to expect of hospital service that meets the 
standard and how to be safely discriminating in 
securing hospital or surgical care in time of 
need. This was supplemented by a motion pic- 
ture entertainingly teaching a lesson in physiol- 
ogy and hygiene. 

5. Presentation of an opportunity to hos- 
pital administrators to discuss important phases 
of their work, receive advice and guidance from 
others who had met and solved many of the 
problems and expert opinion from the leader of 
the ‘‘Round Table’’ who is a world-known au- 
thority upon hospitals. 

6. An opportunity for Fellows and _ their 
families from distant sections of New England 
to meet each other, get acquainted, and to visit 
the beautiful, dignified, historic and vigorous 
university which has contributed so much to the 
ideals and history of our country. 

In every way it was a great success and well 
repaid those who took the time and trouble to 
attend. Over two hundred surgeons and hos- 
pital officials from all parts of New England 
were registered. 


DETAILS OF THE PROGRAM 


Thursday, March 26, 1925, 9 A. M. to 1 P. M. 

Clinics were held in the operating rooms of 
Grace, New Haven and Saint Raphael’s Hos- 
pitals at each of which there were several major 
operations by the surgeons of the respective 
staffs. From the quality of the work exempli- 
fied at these clinics, the citizens of New Haven 
ean feel a comfortable assurance that the best 
in surgery is readily available to them. 

1 P. M. Luncheon was served at the New 
Haven Hospital. 

2 P. M. TheeHospital Conference was held 
in the Sterling Hall of Medicine, Yale Univer- 
sity. Dr. Frederick N. Sperry of New Haven 
presided over the first part, the outstanding 
features of which were: 

1. A Brief Summary of the Hospital Stand- 
ardization Movement. Malcolm T. Mac- 
Eachern, M.D., Chicago, Director Hospital 
Activities, American College of Surgeons. 
Some Things that Hospital Standardization 
Has Accomplished. Newton E. Davis, 
Chicago, Corresponding Secretary to the 
Board of Haspitals, ete., of the Methodist 
Church, who also represented the American 
Protestant Hospital Association. 

3. Methods of Preventing the Spread of Con- 


to 


tagion in Wards and Causes of Their Fail. 
ures. Edwin H. Place, M.D., Physician in 
Chief, South Department, Boston City Hos. 
pital. 

The discussion of Dr. Place’s paper was 
opened by Dr. Francis G. Blake, Professor of 
Medicine, Yale University. 

The second part of the Conference related to 
Hospital problems and was conducted by J. 
Garland Sherrill, M.D., Professor of Surgery, 
University of Louisville (Ky.). Dr. Chas. Lee, 
Supt. of Waterbury (Conn.) Hospital, discussed 
the problem of Case Records. Dr. C. J. Bart- 
lett, Grace Hospital, New Haven, that of Lab- 
oratory Service. Dr. Robert B. Greenough, As- 
sistant Professor of Surgery, Harvard Univer- 
sity, Post Mortems, and Dr. Kendall Emerson, 
Chief of Surgical Services, Memorial Hospital, 
Worcester, Massachusetts, Consultations. 

Professor Sherrill closed the Conference by 
briefly summarizing the points developed by the 
foregoing speakers. 

At 5 P. M. the various sections organized for 
the election of officers for the ensuing year. By 
invitation of the Maine delegation it was voted 
to hold the next session in that state. Whether at 
Bangor or Portland is to be decided by the local 
committee. 

State officers were elected as follows: 

Connecticut—Dr. F. N. Sperry of this city, 
chairman; Dr. E. M. Blake of this city, secre- 
cot Dr. Alfred Rawley of Hartford, coun- 
cilor. 

Massachusetts—Dr. Frank H. Lahey of Bos- 
ton, chairman; Dr. E. L. Hunt of Worcester, 
secretary; Dr. P. E. Truesdale of Fall River, 


-| councilor. 


New Hampshire—Dr. J. Prouty of Keene, 
chairman; Dr. James W. Jamieson of Concord, 
secretary; Dr. John H. Gleason of Manchester. 
councilor. 

Vermont—Dr. Allan Davidson of St. Albans, 
chairman: Dr. W. W. Townsend of Burlington, 
secretary; Dr. George W. Anderson of Brattle- 
boro, councilor. 

Rhode Island—Dr. Herman C. Pitts of Prov- 
idence, chairman; Dr. Frederic V. Hussey of 
Providence, secretary; Dr. Arthur T. Jones of 
Providence, councilor. 

Maine—Owen Smith of Portland, chairman; 
Carl M. Robinson of Portland, secretary; Eu- 
gene B. Sanger, of Bangor, councilor. 

At 8.15 P.M. A Community Health Meeting 
was held in Lampson Lyceum which was crowd- 
ed to the doors. The program was curtailed 
somewhat owing to illness of Rev. C. B. Moul- 
inier, S. J., President of the Catholic Hospital 
Association, and of Dr. Allan Craig, Director of 
State Activities of the College of Surgeons. Mr. 
Newton E. Davis of the Protestant Hospital As- 
sociation spoke in place of Fr. Moulinier. He 
extolled the influence of the standardization 
movement of the College in betterment of hos- 
pital service and asserted that marked reduc- 
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tion in mortality rate had been brought about 
be hes institution over which he has jurisdic- 


MacEachern spoke upon ‘‘ Efficient Hos- 
pitals’’ and by aid of lantern slides explained 
the methods of study necessary to adequate 
diagnosis, the utility of proper records, staff re- 
views, adequate equipments and all other points 
covered by the minimum standard. 

Prof. Sherrill’s remarks were upon ‘‘Our De- 
fenses’’ and eloquently pictured the value of 
hospital preparedness in meeting and coping 
with physical disasters. 

Mrs. Edward G. Buckland, President of the 
New Haven Board of Health, described the 
work of her department. While her words were 
moderate and without vainglory the record of 
her accomplishment was such as to arouse the 
enthusiasm of her listeners, especially of the 
visiting medical men present. An educational 
motion-picture film, entitled ‘‘How the Body 
Fires Are Fed,’’ completed the program. 


FRIDAY, MARCH 27TH 


The morning session was divided between 
the Scientific Meeting in the Sterling Hall of 
Medicine and a Round Table Conference at the 
New Haven Hospital after which luncheon was 
again served at the Hospital. Many of the 
visiting surgeons were obliged to depart at this 
time but an interesting afternoon awaited those 
who were able to remain and participate in she 
visit to places of interest at Yale University 


Che Massachusetts Medical Society 


MEMBERSHIP CHANGES 
FRoM MARCH 1 TO Aprit 1, 1925 


Note:—The deaths have been reported in the “Re- 

cent Deaths” column in the Journal. 

1924 Baker, Frank Herman. Delete name sahaeee Al- 
phabetical List. It is an error. 

Bartlett, Walter O., from Roxbury (Norfolk) to Bos- 
ton (Suffolk), "390 Commonwealth Ave. 

Berkowitz, Arthur, Roxbury. Name changed to 
“Berk.” Office now 74 Fenwood Rd. 

Bonney, Charles A., Jr.. New Bedford, from 67 Bed- 
ford St. to 41 Maple St. 

1921 Browne, Alfred Whittemore. Delete name from 

Alphabetical List. Correctly entered under 


“Brown.” 

Burnett, Joseph H., Boston, from 483 Beacon St. to 
520 Commonwealth Ave. 

Burwell, C. Sidney, from Baltimore to Oil City, Pa., 
309 West Fifth St. 

Collins, Frank L., from Rowley (Essex North) to 
Reading (Middlesex East), 23 Middlesex Ave. 
Connor, George J., Haverhill, from 50 to 81 Merri- 

mack St, 

Cunningham, Thomas E., Jr., Cambridge, from 5 El- 
lery St. to 847 Massachusetts Ave. 

Dervin, Laurence J., Somerville, from 218 Highland 
Ave. to 18 Westwood Rd. 

Duif, Paul H., from Charlestown (Essex South) to 
Dallas, Texas (Non-Resident List), 216 Medical 
Arts Bldg. 

Dunscombe, William C., from Stoneham (Middlesex 
East) to Ensenada, Porto Rico (Non-Resident 
List), Care South Porto Rico Sugar Co. 


Egan, Owen Louis, Fall River. Delete and insert: 
Eagan, Owen Louis, Fall River, 228 Franklin St. 

Finkel, Henry S., now Boston, 68 Bay State Rd. 

Gaetani, Arthur L., from Dorchester to Milton, office 
Boston, as before. 

Gallagher, William H., from Worcester (Worcester) 
to Boston (Suffolk), 3 Tremont Row. 

Gilpatrick, R. H., from Brighton to Lexington, office 
Boston, as before. 

Glaser (not Glazer), William, from Roxbury to Mat- 
tapan (Dorchester), Boston Sanatorium. _ 
Gustafson, Paul, Boston, from 353 to 475 Common- 

wealth Ave. 

Hart, Joseph S., from the Non-Resident List to Lin- 
coln (Middlesex South). Present address: Bur- 
lingame, Calif., 1804 Hillside Drive. 

Horan, Thomas B., of New Bedford, is at the Hospi- 
tal for Ruptured and Crippled, New York City, 
for the year 1925. 

Malcolm. Change “Malcolm” to “Mal- 


Founda Alfred E., Jr., Greenfield, from 39 Federal 
St. to 191 Main St. 

41873 Jordan, George Albert, died in Worcester in 
1923, aged 78, not Michael Matthew Jordan of 
that city, who is alive and well. An error in 
copying. 

Kaplan, Edward, from Everett to Allston, 1160 Com- 
monwealth Ave. 


Knight, Charles S., from Westborough (Worcester) 


to Falmouth (Barnstable), Main St. 

La Liberté, Elie J., Fall River, from 422 North Main 
St. to 949 South Main St. 

Lowrey, Lawson G., Cleveland, Ohio. Last address is: 
10427 Detroit Ave., N. W. 

McEvoy, Thomas E., Worcester, from Portland St. to 
718 Main St. 

1924 Mills, Ashley Ernest, Lawrence, Lawrence Gen- 
eral Hospital. Name omitted from Alphabetical 

_ List by mistake. 

Morse, Almon G., from Tupper Lake, N. Y., to Fort 
Thomas, Conn., U. S. Vets. Bureau Hosp. 

1902—1905 Newhall, Alden Russell, Holliston, 239 
Washington St. Restored by the Council as of 
Feb. 4, 1925. 

Patterson, Gladys C., Dubuque, Iowa. Address now: 
Finley Hospital. 

Pettengill, Warren M., from Lawrence to Methuen, 
70 Broadway. 

Pike, Forrest W., Portsmouth, 
Pleasant St. 

Reed, Victor A., from Methuen to Andover, office 
Lawrence, as before. 

Robinson, Elliott S., Jamaica Plain, from 17 Halifax 
to 15 Myrtle St. 

Sawyer, Edward J., from Lawrence to Andover, office 
Lawrence, Arlington Mills, Broadway. 

Schofield, Otho L., Wellesley Hills, now has his post- 
rg address: Newton Lower Falls, 60 Washing- 


N. H., from 4 to 16 


n St. 

Shinn Philip A., from Perryville, Md., to Northamp- 
ton, Mass., U. S. Vets. Bureau Hosp. No. 95. ° 
Stevens, Harold E., California, from Burbank to Ros- 

coe, P. O. Box 21. 

Synan, William E., Fall River, from 620 William St. 
to 258 South Main St. 

Tedford, Ada H., from Johnson City, Tenn., to De- 
troit, Mich., 140 Emerson Ave. 

Warren, Hobart E., from Beverly Farms (Essex 
South) to Palm Beach, Florida (Non-Resident 
List), Sunset Ave. 

Weymouth, C. C., from Medway (Norfolk) to Hope- 
dale ’ (Worcester), 31 Hopedale St. 

Wheeler, William D., Revere, now has an Office in 
Boston at 366 Commonwealth Ave. 

White, William A., Jr., Roxbury, now has an office in 
Boston at. 270 Commonwealth Ave. 

Williams, H. v, d. E., from Worcester to Whitinsville. 
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RECOGNITION FOR THE JOURNAL 


Tue Journal of the American Medical Asso- 
ciation, dated March 28, 1925, in publishing sug- 
gestions for Hospital Medical Libraries, lists the 
Boston MEDICAL AND SURGICAL JOURNAL as one 
of thirteen journals of general medicine advisa- 
ble for hospital libraries. 


BOSTON MEDICAL LIBRARY 
RECENT ACCESSIONS 

Annales d’anatomie pathologique, médico-chirurgicale. 
Paris, Vol. 1, 1924. 

Aschner, B. Die Konstitution der Frau und ihre 
Beziehungen zur Geburtshilfe und Gynakologie. 
2 v., Miin., Bergmann, 1924. 

Assmann, H. Die klinische Réntgendiagnostik der 
inneren Erkrankungen. 3 ed., Lpz., Vogel, 1924. 

Bandelier, B., and Roepke, O. Die Klinik der Tuber- 
kulose. 5-7 ed., V. 1., Lpz., Kabitzsch, 1924. 

Bauer, J. Die konstitutionelle Disposition zu inneren 
Krankheiten. 3 ed., Berl., Springer, 1924. 

Beilstein’s Handbuch der organischen Chemie. 4 ed., 
V. 6, Berl.. Springer, 1923. 

Biologie und Pathologie des Weibes. Ein Handbuch 
der Frauenheilkunde und Geburtshilfe. Hrsg. 
von J. Halban und L. Seitz. Lief. 1-6, Berl., 1923- 


24. 

Die Medizin der Gegenwart in zg 
Hrsg. von L. R. Grote. V. 3, Lpz., Meiner, 1924. 

Déderlein, A. Operative Gynakologie. 5 ed., Lpz., 
Thieme, 1924. 

Finger, E. Die Geschlechtskrankheiten als Staatsge- 
fahr und die Wege zu ihrer Bekaémpfung. Wien, 
Springer, 1924. 

Forgue, Emile. Volume jubilaire, mémoires originaux 
dédiés au docteur. Par., Masson, 1924. 

Handbuch der mikrobiologischen Technik. Hrsg. 
von R. Kraus und P. Uhlenhuth. V. 3, Berl., 
Urban, 1924. 

Holfelder, H. Atlas von K6rperdurchschnitten fiir 
die Anwendung in der Réontgentiefentherapie. 
Text and Atlas. Berl., Springer, 1924. 

Internationa] Conference on Health Problems in Trop- 
ical America. Proceedings. Bost., 1924. 

Kirchhoff, T. Deutsche Irrenarzte. Einzelbilder 
ihres Lebens und Wirkens. V. 2, Berl., Springer, 
1924. 

Kirchner, M. Robert Koch. Wien, Springer, 1924. 

Krafft-Ebing, R. v. Psychopathia sexualis. 16-17 ed., 
Stut., Enke, 1924. 

Lehrbuch und Atlas der Roéntgendiagnostik in der 
inneren Medizin und ihren Grenzgebieten. Hrsg. 
— Franz M. Groedel. 4 ed., Miin., Lehmann, 

924. 

Lehrbuch der klinischen Diagnostik innerer Krank- 
heiten. Hrsg. von P. Krause. 3 ed., Jena, 
Fischer, 1924. 

Lehrbuch der RO6ntgendiagnostik bearbeitet von M. 

' Biirger (and others). Hrsg. von A. Schittenhelm. 
2 v., Berl., Springer, 1924. 

- Lehrbuch der R6ntgenkunde. Hrsg. von H. Rieder 
und J. Rosenthal. V.1, 2 ed., Lpz., Barth, 1924. 

Levinson, A. Examination of children by clinical and 
laboratory methods. St. L., Mosby, 1924. 

Meyerhof, 0. Chemical dynamics of life phenomena. 
Phila., Lippincott (c. 1924). 

Mem, 2. Der Hypnotismus. 5 ed., Berl., Kornfeld, 

4, 


Naunyn, B. Versuch einer Uebersicht und Ordnung 
ys Gallensteine des Menschen. Jena, Fischer, 
924. 

Pfeiler, W. Das Problem des mesenchymalen Reizes 
in der Zellulartherapie. Jena, Fischer, 1924. 
Pilcher, L. S. A surgical pilgrim’s progress. Rem- 

iniscences. Phila., Lippincott, 1925. 
Radmann, R. Die Verletsungen der Bergleute, Son- 
dershausen, Eupel, 1924. 


Rockefeller foundation. Division of medical educa- 
tion. Methods and problems of medical educa- 
tion. 2 ser., N. Y., 1924. 

Saxl, P. Die oligodynamische Wirkung der Metall- 
salze. Wien, Springer, 1924. 

Schilder, P. Medizinische Psychologie fiir Arzte und 
Psychologen. Berl., Springer, 1924. 

Sternberg, C. Der heutige Stand der Lehre von den 
Geschwiilsten im besonderen der Carcinome. 
Wien, Springer, 1924. 

Sternberg, M. Josef Skoda. Wien, Springer, 1924. 

Tschermak, A. v. Allgemeine Physiologie. V. 1, Pt. 
2, Berl., Springer, 1924. 

Vorberg, G. Uber den Ursprung der Syphilis. Stut., 
Puttmann, 1924. 

Wildbolz, H. Lehrbuch der Urologie. Berl., Springer, 
1924, 


CHILD HEALTH DAY 


New York, March 24.—A score of national 
organizations that foster health programs and 
which have an aggregate membership of over 
ten millions are preparing to celebrate Friday, 
May Ist, as Child Health Day again this year. 

The organization of the observance is rapidly 
being completed it was announced today by the 
American Child Health Association which first 
suggested the celebration. 

The General Federation of Women’s Clubs, 
National Congress of Parents and Teachers, 
American Red Cross, American Legion, Boy 
Seouts of America, Girl Seouts of America, 
National Playground and Recreation Associa- 
tion, National Amateur Athletic Federation, 
National Tuberculosis Association, National 
Child Welfare Association, Life Extension In- 
stitute and others are at work on May Day plans. 

These Associations, it was stated, are working 
in close harmony with public health authorities, 
most of the state chairmen for the occasion be- 
ing officers of several state health departments. 
The United States Public Health Service, the 
Children’s Bureau of the Department of Labor, 
the Extension Service of the Department of Ag- 
riculture and other Federal agencies are partici- 
pating. 

Herbert Hoover, President of the American 
Child Health Association, explaining the pur- 
poses of the celebration said: 

‘‘The purpose of the May Day celebration is 
to focus attention upon our most precious na- 
tional asset—our children. The tie between 
the child and all adult life is at once the stron¢- 
est element in human nature. 

‘*Lest, in the hurry and strain of life, we 
should ever forget these obligations, it is we'! 
for us to recall the child’s bill of rights, whic!' 
may be expressed as follows: 

** «The ideal to which we should drive is that 
there should be no child in America that has no! 
been born under proper conditions, that does 
not live in hygienic surroundings, that ever su *- 
fers from under-nutrition, and does not have 
prompt and efficient medical attention and i”- 
spection, that does not receive primary instruc- 
tion in the elements of hygiene and goo! 
health.’ ”’ 
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LEGISLATIVE NOTES 


House Bill 365 (chiropractic bill) which was 
heard together with House Bill 778, referred to 
in last week’s JOURNAL, was also given an ad- 
verse report. 

Senate 169. Maternity bill of Edna Law- 


rence Spencer. Adverse report has been ac- 
cepted in concurrence by the Senate (final). 


There has been no action on Senate Bills 19 
and 226 to date. Senate Bill 19 is the report of 
the Special Committee on Registration Laws. 
Senate Bill 226 is an Act to Regulate the prac- 
tice of Osteopathy. 


A bill has been introduced into the Ohio Gen- 
eral Assembly (House Bill 246) providing for 
the sterilization of patients released from the 
state institutions for the mentally ill; a desig- 
nated board must first pass on’ such eases, and 
decide that the procedure is necessary. 


RECENT DEATH 


BIRGE.— Dr. SpaFArD Brrce, a retired 
member of the Massachusetts Medical Society, died 
of cerebral hemorrhage at his home in Provincetown, 
March 26, 1925, at the age of 68. 

He was born in Cooperstown, N. Y., was a gradu- 
ate of New York University Medical College in 1881, 
and settled in practice in Provincetown two years 
later. In recent years he had devoted himself to the 
specialty of otology, laryngology and rhinology. His 
wife. Dr. Ella F. Birge, who practised with him, died 
in 1923. They are survived by a son and a daughter. 


CORRESPONDENCE 


A CORRECTION 
March 24, 1925. 


Mr. Editor: 

I should like to make a slight correction to Dr. S. 
B. Woodward’s statement on page 561, current issue. 

The “Patriarch” of Plymouth District Medical Soci- 
ety is Dr. Amasa Elliot Paine, who, we are proud 
to say, was admitted in 1867 and regularly attends 
the meetings now. 

Very truly yours, 
ALFRED C. SMITH. 


AMERICAN MEDICAL ASSOCIATION 
CoUNCIL ON PHARMACY AND CHEMISTRY 
Mr. Editor: ; 

In addition to the articles enumerated in our let- 
ter of February 28, 1925, the following have been 
accepted: 

Abbott Laboratories— 
Butesin Picrate Dusting Powder. 
Eli Lilly & Co.— 
Iletin (Insulin—Lilly), 
H. K. Mulford Company— 
Rabies Vaccine (Phenol Killed)—Mulford. 


Parke, Davis & Co.— 
Desiccated Parathyroid Gland—P., D. & Co. 
Cauliflower Protein Extract Diagnostic—P., D. & 


U-80, 10 c.c. 


Co. 
Lentil Protein Extract Diagnostic—P., D. & Co. 
Friedlander Bacillus Protein Extract Diagnostic 


—P., D & Co. 


Micrococcus Tetragenus Protein Extract Diag- 
nostic—P., Co. 

Streptococcus Hemolytic Protein Extract Diag- 
-nostic—P., D. & Co. 

Streptococcus Non-Hemolytic Protein Extract 
Diagnostic—P., D. & Co. 

A Protein Extract Diagnostic—P., 

& 


Paratyphoid B Protein Extract Diagnostic—P., 
. & Co. 
Pine Pollen Protein Extract Diagnostic—P., D. & 
Co 


Apricot Protein Extract Diagnostic—P., D. & Co, 
Yellow Daisy Pollen Protein Diagnostic—P., D. 


& Co. 
Ox-Eye Daisy Pollen Protein Diagnostic—P., D. 


& Co. 
Oak Pollen Protein Extracts Diagnostic—P., D. & 
Co. 
E. R. Squibb & Sons— 
Insulin—Squibb, 40 Units, 5 c.c. 
Bean (Kidney) Allergens—Squibb. 
Cauliflower Allergens—Squibb. 
Frogs’ Legs Allergens—Squibb. 
Daisy Pollen Allergens—Squibb. 
Bacillus Acne Allergens—Squibb. 
Bacillus Friedlander Allergens—Squibb. 
Swan-Myers Company— 
Timothy Pollen Extract—Swan-Myers. 
W. A. Puckner, Secretary. 
Council on Pharmacy and Chemistry. 


CONNECTICUT DEPARTMENT OF HEALTH 


Morsipity Report ror THE WEEK ENvING 
Fepruary 21, 1925 


(Including all cases reported before 11 A. M., Tuesday, 
February 24, 1925) 


Diphtheria Hartford 9 
Fairfield County New Britain 3 
Bridgeport 5 New Haven 2 
Shelton 2 Waterbury 2 
Stamford (C) 1 West Hartford 1 
Stamford (T) 1 
Hartford County Scarlet Fever 
Bloomfield 1 Fairfield County 
3 Bridgeport 19 
nfield 1 Fairfield 1 
Hartford 14 Greenwich 1 
New Britain 8 Shelton 1 
Litchfield County Stamford (C) 4 
oe Canaan 3 Stamford (T) 2 
ymouth 1 Hartford 
Winchester 1 
Berlin 2 
Middlesex County Bristol 2 
Essex 1 Canton 1 
New Haven County East Hartford 1 
Ansonia 1 Hartford 11 
Manchester 1 
N Britai 
Wallingford (B) 1 West 
Windsor Locks 1 
New London County 2 
New London 1 heey 1 
Norwich (C) 1 New Milford 1 
Tolland County N 
Tolland 1 orth Canaan 1 
Windham County Salisbury i 
= esex Coun 
State total 67 Cromwell 1 
Last week 50 Essex 1 
The following diphtheria Middletown (C) 4 
bacilli carriers were Old Saybrook 1 
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New Haven County 
Ansonia 
Derby 
East Haven 
Hamden 
Madison 
Meriden (C) 
New Haven 
Seymour 
Waterbury 
West Haven 

New London County 
Griswold 
Groton (B) 
Groton (T) 
New London 
Stonington 

Windham County 
Danielson 
Putnam (C) 
Willimantic 


bo 


State total 165 
Last week 
Measles 


Fairfield County 
Bridgeport 
Stamford (C) 

Hartford County 
Enfield 
Hartford 

Middlesex County 
Chester 
Clinton 
East Hampton 
Middletown (C) 
Saybrook 

New Haven County 
New Haven 
Seymour 
West Haven 

Windham County 
Danielson 


bo co bo be bo 


State total 
Last week 
Whooping Cough 
Fairfield County 
Bridgeport 
Stamford (C) 1 


Stamford (T) 
Hartford County 
Bristol 
Hartford 
West Hartford 
Middlesex County 
Chester 
New Haven County 
Meriden (C) 
New Haven 
Waterbury 
New London County 
Groton (B) 
Montville 
New London 
Waterford 
Windham County 
Willimantic 


State total 
Last week 
Typhoid Fever 
Fairfield County 
Monroe 
Hartford County 
Manchester 
Middlesex County 
Middletown (T) 
New Haven County 
West Haven 


| 


State total 
Last week 


Other Communicable 
Diseases 
Cerebrospinal men. 1 
Chickenpox 78 
Conjunctivitis inf. 1 


Encephalitis epid. 1 
German measles 69 
Influenza 27 
Mumps 87 
Pneumonia (broncho) 44 
Pneumonia (lobar) 53 
Septic sore throat 12 
Trichinosis 1 
Tuberculosis (pul.) 28 

“ (other forms) 4 
Gonorrhea 10 
Syphilis 22 


Morsipity REPORT FOR THE WEEK ENDING 
Marcu 14, 1925 


(Including all cases reported before 11 A. M., Monday, 
March. 16, 1925) 


Diphtheria 
Fairfield County 
Bridgeport 
Darien 
Norwalk 
Stamford (C) 
Hartford County 
Bloomfield 
Bristol 
East Hartford 
Farmington 
Hartford 
New Britain 
Southington 
Middlesex County 
Middletown (C) 
Saybrook 
New Haven County 
Branford 
Meriden (C) 
New Haven 
Wallingford (B) 


Waterbury 
New London County 
Jewett City 
New London 
Norwich (C) 
Norwich (T) 
Tolland County 
Vernon 


ee hoe 


State total 48 
Last week 60 
The following diphtheria 
bacilli carriers were 
reported: 
Bristol 
Hamden 
Hartford 
New Haven 
Waterbury 
Scarlet Fever 
Fairfield County 
Bridgeport 


bo co -1 


20 


Fairfield 4 New Britain 33 
Greenwich 2 Middlesex County 
Shelton 9 East Hampton 2 
Stamford (C) 12 Middletown (T) 3 
Hartford County Saybrook 6 
Berlin 1 Westbrook 1 
Bristol 6 New Haven County 
East Hartford er Branford 65 
East Windsor 1 Guilford 1 
Hartford 11 Hamden 3 
Manchester 1 New Haven 16 
New Britain 11 North Haven 1 
Southington 1 — 
West Hartford 2 State total 143 
Litchfield County Last week 99 
Litchfield 2 
Plymouth 1 Whooping Cough 
Middlesex County Fairfield County 
Cromwell 1 Bridgeport 3 
Durham 2 New Canaan 4 
Haddam 1 Stamford (C) 4 
Middletown (C) 1 Stratford 2 
Middletown (T) 2 Hartford County 
Portland 1 Hartford 13 
New Haven County Litchfield County 
Derby 3 Washington 1 
Guilford 1 Middlesex County 
Hamden 3 Chester 2 
Madison 1 Clinton 1 
Meriden (C) 2 Cromwell 2 
New Haven 19 Middletown (C) 3 
Orange 2 New Haven County 
Waterbury 7 Hamden 1 
West Haven 2 Meriden (C) 9 
New London County New Haven 5 
Groton (B) 2 Waterbury 1 
Groton (T) 3 New London County 
New London ~=Groton (B) 4 
Norwich (C) 1 New London 3 
Norwich (T) 1 Tolland County 
Stonington 1 Somers ; 2 
Windham County Windham County 
Putnam (C) 2 Willimantic 
Willimantic 5 — 
— State total 61 
State total 152 Last week 68 
Last week 153 
Other Communicable 
Typhoid Fever Diseases 
Fairfield County Chickenpox 55 
Bridgeport - 1 Conjunctivitis inf. 4 
Middlesex County Encephalitis epid. 1 
Portland 1 German measles 39 
— Influenza 15 
State total 2 Malaria 1 
Last week 5 Mumps 55 
Paratyphoid fever 2 
Measles Pneumonia (broncho) 49 
Fairfield County Pneumonia (lobar) 63 
Bridgeport 1 Septic sore throat 4 
Shelton 8 Tuberculosis (pul.) 33 
Stamford (C) 2 “ (other forms) 8 
Hartford County Gonorrhea 28 
Hartford 1 Syphilis 37 
NEWS ITEM 
APPOINTMENT TO WILMER EYE 
INSTITUTE 


Dr. WiLtt1AM has accepted 
appointment as chief of the Wilmer Eye Insti- 
tute at the Johns Hopkins. He and the uni- 
versity authorities will confer at once to deter- 
mine how the institute shall be organized. There 
is a possibiliy that the institute may be in op 
eration next Fall. 
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Plans for the development of the institute 
have been delayed until Dr. Wilmer, whose 
home is in Washington, had formally accepted 
the position of full time Professor of Ophthal- 
mology in the medical school and ophthalmolo- 
gist in chief of the hospital. Dr. Frank J. 
Goodnow, President of the university, and Dr. 
Winsford Smith have each received a letter 
formally accepting the appointments—N. Y. 


Times. 


NOTICE 


MEMBERSHIP DUES 
Ir your 1925 membership dues are still un- 
paid, this is the last issue of THe JOURNAL you 
will receive. If you are delinquent, you should 
see the Treasurer of your District Medical So- 
ciety at once. 


Notices of meetings must reach the JOURNAL office 
on the Friday preceding the date of issue in which 
they are to appear. 


REPORTS AND NOTICES OF 
MEETINGS 


NEW ENGLAND PEDIATRIC SOCIETY 


THE ninety-first meeting of the New England} 


Pediatrie Society will be held at the Boston 
Medical Library on Friday, April 10, 1925, at 
8:15 P. M. 

The following papers will be read: 

1. Results of Sulpharsphenamin Therapy in 
Congenital Syphilis, Philip H. Sylvester, 
M.D., Boston. 

2. Gastric Analysis in Newborn Infants, Al- 
fred T. Shohl, M.D., New Haven, Conn. 

Light refreshments will be served after the 
meeting. 
KENNETH D. BuackFaNn, M.D., President, 
JOSEPH GARLAND, M.D., Secretary. 


THE CHILDREN’S HOSPITAL 


THE visiting staff of the Children’s Hospital 
will hold a Clinical Meeting in the Amphi- 
theatre of the Hospital, Friday, April 10, 1925, 
at 4.30 P. M. 

Demonstration of cases. 

Physicians are cordially invited to attend. 


ESSEX SOUTH DISTRICT MEDICAL 
SOCTETY 


THE next meeting of the Essex South District 
Medical Society will be held at the Danvers 
mens Hospital Wednesday, April 15, 1925, at 
5 P.M. 

5 P.M. Clinic by members of the Staff. 

7 P. M. Dinner followed by the speaker of 
the evening, Dr. Eugene R. Kelley, Commis- 
sioner of Publie Health, who will speak on ‘‘Cer- 
tain New Questions Seen on the Medical Out- 
posts. ”’ 


R. E. Stone, Secretary. 


HARVARD MEDICAL SOCIETY 


THe next regular meeting of the Harvard 
Medical Society will be held as usual in the am- 
phitheatre of the Peter Bent Brigham Hos- 
pital, April 14, 1925, at 8:15 P. M. The pro- 
gram follows: 

1. Demonstration of Cases. 

2. The Mechanism of Death from Quinidine 
and a Method of Resuscitation: an Experimen- 
tal Study. Drs. Burgess Gordon, Marcel Mat- 
ton and S. A. Levine. 

3. The Cardio-vascular Action of Veratrum 
Viride in Normal and Certain Pathological 
States. Dr. Wm. de B. MacNider, Prof. of 
Pharmacology, University of North Carolina. 

All members of the Medical Profession, Medi- 
cal Students and Nurses are invited. 

S. A. Levine, Sec. 


ADDRESS BY MR. E. 8. ELWOOD 


THE second year class of Harvard Medical 
Students was addressed by Mr. E. S. Elwood, 
Secretary of the National Board of Medical Ex- 
aminers, on April 1, 1925. 


HARVARD SCHOOL OF PUBLIC 
HEALTH 


Dr. E. H. Prace’s course in Communicable 
Diseases began April Ist. Sessions will be held 
each morning during April in the South De- 
partment of Boston City Hospital. 


NEW ENGLAND HEALTH INSTITUTE 


THE New England Health Institute will hold 
its third annual meeting in Portland, Maine, 
May 4-9, 1925: 


SCHEDULE OF COURSES AND SECTION CHAIRMEN 


I. Public Health Administration..9 Lectures 
Charles A. Weaver, M. D. Epidemiol- 
ogist, New Hampshire State Board of 
Health. 

II. Preventable Di 9 Lectures 
Eugene King, M. D. City Health De- 
partment, Providence, R. I. 

III. Sanitation and Engineering... Lectures 
I. V. Hiscock, D. P. H. Assistant Pro- 
fessor of Public Health, Yale Univer- 
sity, New Haven, Conn. 

IV. Tuberculosis 6 Lectures 
Harold W. Slocum. Director of Tu- 
berculosis Division, Vermont State De- 
partment of Public Health. 

V. Venereal Diseases 6 Lectures 
Benj. B. Foster, M. D. Chief of Ven- 
ereal Clinic, Eve and Ear Infirmary, 
Portland, Maine. 

VI. Child Hygiene 9 Lectures 
Charles F. Wilinsky, M. D. Chief of 
Health Unit, Boston Health Depart- 
ment. | 
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VII. Public Health Nursing ..........7 Lectures 
Miss Mary Gardner, R. N. Director, 
Providence District Nursing Associa- 


tion. 

VIII. Social Work 5 Lectures 
Robert W. Kelso, B. A., LL.B. Execu- 
tive Secretary, Boston Council of Social 
Agencies. 

IX. Mental Hygiene 6 Lectures 
Harry B. Ballou, M. D. Assistant Supt. 
Mansfield Training School and Hospi- 
tal, Mansfield, Conn. , 

X. Industrial Hygiene 5 Lectures 
Halstead G. Murray, M. D. New Eng- 
land Conference of Industrial Physi- 
cians. 

XI. Foods and Food Control .............6 Leetures 

“A.M. G. Soule. Chief, Division of In- 
spection, Maine State Department of 
Agriculture. 

XII. Nutrition 6 Lectures 
Clarence C. Little, Se. D. President, 
University of Maine. 

XIII. Health Education 5 Lectures 
Walter D. Thurber. Executive Secre- 
tary, Maine Public Health Association, 
Augusta, Maine. 


THE NORFOLK DISTRICT MEDICAL 
SOCIETY 


A REGULAR meeting of the Society was held in 
Tufts College Medical School, 416 Huntington 
Ave., March 31, 1925, at 8.15 P. M., Tel. B. B. 
3491. 

After the business session there was a talk by 
Drs. Timothy Leary and W. H. Watters. 


MASSACHUSETTS SOCIETY OF EXAM- 
INING PHYSICIANS 


On April 15, 1925, at the Copley Plaza Hotel 
at 8 P. M., following a dinnef of the Massa- 
chusetts Society of Examining Physicians, there 
will be a debate on Compulsory Automobile In- 
surance, Hon. Martin Hays, in the affirmative; 
Edward C. Stone, Esq., representing the Insur- 
ance Companies; and Dr. James S. Stone, rep- 
resenting the medical viewpoint, so that the in- 
terests of physicians under this Act, if it passes, 
will be properly safeguarded. 

This is the most important piece of social leg- 
islation proposed since the Workman’s Compen- 
sation Act. 


MEDICAL MISSIONS CONFERENCE 


THE Medical School Committee of the Phillips 
Brooks House Association of Harvard Univer- 
sity held a Medical Missions Conference Satur- 
day, March 28th, 1925, at 2.30 and 7.30 P. M., in 
the Harvard Medical School Amphitheatre, 
Building A. 

There were illustrated discussions on ‘‘ Pres- 


ent Day Native Medical Practices in China, In- 
dia, Turkey and Persia.’’ 

Speakers :—Dr. E. M. Dodd, Persia; Dr. J. @. 
Vough, China; Dr. Mark Ward, Turkey; Dr, 
P. H. J. Lerrigo, India; Dr. P. T. Watson, 
China; Dr. Brewer Eddy, India; Dr. W. R. 
Morse, West China. 

These men are actively engaged in medical 
work under leading denominational Foreign 
Mission. Boards. 


SOCIETY MEETINGS 
DISTRICT MEDICAL SOCIETIES 


Essex North District Medical Society 


May 6, 1925. Annual meeting at Young Men’s Christian As- 
sociation Building, 40 Lawrence Street, Lawrence. 


Franklin District Medical Society 


The next meeting of the Franklin District Medical Society 
wiil be held on the second Tuesday in May. 


Hampden District Medical Society 
Meeting to be held on the third Tuesday in April. 


Hampshire District Medical Society 
The next meeting will be held the second Wednesday in May. 


Middlesex East District Medical Society 
Wednesday, April 15. Harvard Club. 
Wednesday, May 13. Colonial Inn, North Reading. 


Middlesex North District Medical Society 
April 29, 1925. 


Middlesex South District Medical Society 


Winter Schedule—The plans for winter meetings of the Soci- 
ety include the stated meeting in April, two hospital meetings, 
and five meetings to be held in conjunction with the Suffolk 
District Medical Society and the Boston Medical Library (two 
surgical, two medical, and one general), 


Norfolk South District Medical Society 


Meetings will be held the first Thursday of each month to May, 
inclusive, at 12 noon, at the Norfolk County Hospital, South 


Braintree. 
Suffolk District Medical Society 


April 29. Annual meeting. ‘Hypertension and Longevity,” 
Dr. Harold M. Frost. 


: Worcester District Medical Socicty 

April 9, 1925. Subject and speaker to be announced. 

May 14, 1925. Annual meeting. 

If you desire further information in regard to these meetings 
write to the Secretaries of the District Medical Societies (listed 
on page xiii of the Advertising Section). The Massachusetts 
Medical Society Directory contains their addresses. 


NEW ENGLAND STATE MEDICAL SOCIETIES 


The annual meetings of the New England State Medical Soci- 
eties are scheduled as follows: 

Connecticut State Medical Society—Bridgeport, May 20-21, 19265. 
Maine Medical Association—Bar Harbor, June 23-25, 1925. 
Massachusetts Medical Society—Boston, June 9-10, 1925. 

New Hampshire Medica! Society—Manchester, May 19-20, 19265. 
Rhode Island Medical Society—Providence, June 4, 1925. 
Vermont State Medical Society—St. Johnsbury, Oct. 16-16, 1925. 


BOOK REVIEW 


An African Holiday. By Ricuarp L. Surron, 
M.D., LL.D. Published by C. V. Mosby Co., 
St. Louis, 1924. 


Dr. Sutton has put into book form a series of 
letters written to the ‘‘Kansas City Star’’ fo!- 
lowing his African shooting trip. They are ii- 
lustrated with fairly good photographs, many 
presumably snap-shots. The book of 180 page: 
is written in a light, often facetious, style but 
the territory covered and the type of hunting 
found is carefully described. The notes on 
transportation and equipment ought to be of 
lasting value. 


